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New Viruses Observed in Children 


With Respiratory Diseases 


ROBERT M. CHANOCK, M.D., ROBERT H. PARROTT, M.D., JOSEPH A. BELL, M.D., 
WALLACE P. ROWE, M.D., and ROBERT J. HUEBNER, M.D. 


VENTUAL control of the common respir- 
atory diseases depends on the determina- 
tion of their etiology. Despite recent notable 
advances in delineating the viral etiology of 
such illnesses—at least 70 newly recognized 
viral agents have been described since 1948— 
the causes of most remain to be found. The 
preliminary report outlined here presents data 
on two new respiratory viruses which have been 
found in children with respiratory illnesses and 
which, while biologically related to influenza 
and mumps, are also quite distinct. 

Previously unrecognized myxoviruses classi- 
fied in two serologic groups were isolated from 
children with respiratory illnesses during Oc- 
tober and November 1957 (7). These two new 
groups of agents, provisionally called hemad- 
sorption (HA) viruses types 1 and 2, were 1so- 
lated in monkey kidney cultures with the use 
of the hemadsorption technique recently intro- 
duced by Vogel and Shelokov (2,3). Prelimi- 
nary clinical and epidemiological observations 
indicated that these agents might be responsible 
for a proportion of the common acute respira- 
tory illnesses in children which remain largely 
unexplained despite recent advances exempli- 
fied by the discovery of adenoviruses (4, 4) and 
other new agents (6-9). 

The type 1 HA virus was isolated from 35 





Dr. Chanock, Dr. Bell, Dr. Rowe, and Dr. Huebner 
are all with the Laboratory of Infectious Diseases, 
National Institute of Allergy and Infectious Diseases, 
Public Health Service. Dr. Parrott is physician-in- 
chief of Children’s Hospital, Washington, D. C., with 


which Dr. Chanock is also associated. 


Vol. 73, No. 3, March 1958 


children, 8 of whom were studied in Washing- 
ton, D. C., hospitals and 27 of whom were in- 
volved in an outbreak of febrile respiratory ill- 
ness in a nursery group of a District of Co- 
lumbia welfare institution (Junior Village). 
When throat swabs were collected on one day 
from all infants in the affected nursery and 
tested for HA viruses, epidemiological analysis 
indicated that there was a significant association 
of type 1 HA virus isolations with febrile ill- 
nesses (chi-square test indicated ?=0.03), thus 
strongly suggesting but not proving an etio- 
logical relationship. The illnesses were charac 
terized by fever of 2 to 3 days’ duration and 
cough. Nearly half of the cases had moist 
medium to fine rales; several had coarse breath 
sounds and rhonchi. 

Type 2 HA virus was isolated from three in 
fants with acute laryngotracheobronchitis 
(croup), and more experience will be required 
with this agent before its etiological import- 
ance in disease can be determined. 

Acute and serum specimens 
from patients yielding either type 1 or type 2 


convalescent 


virus showed substantial antibody rises in 
fixation and hemagglutination 


Specimens from 82 hospital- 


complement 
inhibition tests. 
ized patients without respiratory illnesses did 
not yield the two viruses. 

The contribution of the HA viruses to the 
total respiratory disease picture cannot be as- 
sessed at this time. However, serologic data 
suggest that the contribution of these agents to 
childhood respiratory illnesses may be substan- 
tial. Preliminary 
against HA viruses in the serums of 55 adults, 


surveys .for | antibodies 
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nearly all young males, showed that all had 
neutralizing antibodies to type 1 virus, and 39 
had neutralizing antibodies to type 2. 

The following properties indicated that the 


HA viruses are members of the myxovirus 





receptors sensitive to RDE (receptor destroy- 
ing enzyme of Vibrio cholerae filtrate), and 


they were sensitive to ether. 
Studies of the serologic relationships of HA 
viruses to other myxoviruses, as determined by 





family. Both types 1 and 2 HA viruses agglu- 
tinated guinea pig and chicken red cells: They 
propagated in the amniotic cavity of the em- 
bryonated hen’s egg, they possessed erythrocyte 


the use of specific animal serum, are reported 
elsewhere (7). The table shows distinct im- 
munological differences from influenza A, B, 
and C, mumps, and croup associated (CA) 


Relationship of types 1 and 2 hemadsorption (HA) virus to certain myxoviruses, as shown by rep- 


resentative complement fixation tests with human serums 


Reciprocal of CF antibody titer with 4 units of indicated antigen 


Infection, patient, Influenza Sendai Mumps 
and serum HA HA Influenza Influenza) C chick — CA 
tvpe 1 type 2 | A Asian | B CAM |! embryo MK 
MK MK CAM $s antigen?) extract CAM ‘Allantoic) CAM |Allantoie! antigen! 
antigen! antigen! antigen 2 antigen 3; antigen fluid antigen fluid 
antigen antigen 
Type 1 ILA 
Patient Ha: P 
Acute S bad bl Ss S Ss Ss & Ss S 
Convalescent 64 S S Ss 8 S S S Ss Ss 
Patient Mo: 
Acute 8 8 & 8 & 8 8 8 8 8 
Convalescent O44 ba Ss Ss Ss bet Ss S S S 
Type 211A 
Patient Se: 
Acute & S & 8 & & 8 8 bad S 
Convalescent 64 64 s bad 8 32 bal 8 S 
Patient Se: 
Acute 16 s 8 8 8 8 8 8 8 8 
Convalescent O4 64 S S Ss S 32 Ss Ss <8 
Tn flue nza A Asian 
Patient Su: 
Acute 16 & os 
Convalescent 16 eo 32 
Patient Bu: 
Acute 16 ba ba 
Convalescent 16 Ss 32 
Influenza B 
Patient Ba: 
Acute & 8 8 
Convalescent S 8 64 
Patient St: 
Acute 32 16 <8 
Convalescent 32 S 64 
Influenza & 
Patient Tr: 
Acute 8 << <8 
Convalescent 8 ba 64 


1! Monkey kidney tissue culture antigen. 
* Chorio-allantoic membrane extract antigen centrifuged for 1 hour at 20,000 r.p.m.—group specific antigen. 
* Chick embryo extract antigen centrifuged for 1 hour at 30,000 r.p.m. 
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viruses, as shown through use of paired acute 
and convalescent serums from patients with 
HA and influenza virus infections. 

In representative complement fixation tests, 
persons infected with both type 1 and type 2 
showed no rises to influenza A, B, or C when 
tested against the group-specific CF antigens 
of these agents. Type 1 HA virus was shown to 
Sendai, mumps, and CA 
Type 2 HA 


virus was not related to mumps or CA virus, 


be different from 


viruses by these same serums. 


but showed a relationship to Sendai virus, 
which has recently been proposed as the proto- 
type influenza D virus (70). Children 
were infected with type 2 HA virus, and who 
developed complement fixing antibody for the 


who 


homologous virus, also developed antibody for 
Sendai viral antigen but not for the Sendai 
chorio-allantoic extract (soluble) 
Guinea pigs immunized with Sendai 


membrane 
antigen. 
virus also developed CF antibody to type 2 HA 
virus, but in the hemagglutination inhibition 
tests these agents were 


and neutralization 


shown to be distinet (/). 
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International Classification of Diseases Revised 


The seventh 


revision of the Manual of the 


Statistical Classification of Diseases, Injuries, and Causes of 
Death, effective January 1958, to be used by the United States 
and other members of the World Health Organization for the 
next 10 years, is now available in two volumes, at $3.50 for 


the set. 
ond, the alphabetical index. 


The first volume contains the classification: the sec- 


on Records and Statistics is again consolidating orders in the 


United States. 


Orders and checks payable to that organiza- 


tion may be addressed c/o Department of Health, Education, 
and Welfare, National Office of Vital Statistics, Washing- 


ton 25, D.C. 
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New Members 


of the PHR 


Board of Editors 
A a) 


Dr. Chope 





Five new members will attend the April meet- 
ing of the Board of Editors of Public Tlealth 
Reports. Retired from the Board are Harold 
M. Erickson, Lloyd Florio, Victor Il, Haas, 
and Seward E.. Miller. 


Harold D. Chope, M.D., Dr.P.H., has been director 
of the San Mateo County (Calif.) Department of 
Public Health and Welfare since 1948. After taking 
his doctorate in public health from Harvard Uni- 
versity (1940) where he had also been a Rockefeller 
Foundation fellow during work on his master’s de- 
gree, he was, from 1940 to 1948, successively, as- 
sociate in public health administration at Harvard; 
Rockefeller Foundation staff member in Sao Paulo, 
Brazil; and assistant district health officer, San Joa- 
quin Local Health District, Stockton, Calif. Prior to 
1940 he served as chief of the bureau of epidemiology, 
St. Louis City Health Department, assistant director 
of the California State Health Department, and 
health officer, Newton, Mass. From 1936 to 1941 he 
lectured at the Simmons School of Public Health 
Nursing and directed a field training unit at Harvard 
from 1935 to 1940. He was clinical professor of pre- 
ventive medicine at Stanford University in 1955, and, 
from 1947 to the present, has been lecturer at the 
University of California School of Public Health. 

J. Stewart Hunter, M.A., assistant to the Surgeon 
General of the Public Health Service since 1950, serves 
as staff adviser on public information and supervises 
the information and publications programs of the 
Service. From March 1953 until October 1955, at the 
request of the Department, he served as acting di- 
rector of publications and reports for the Secretary 
of Health, Education, and Welfare. He came to the 
Service in June 1949 from a position as associate di- 
rector of the public relations department of the 
Chicago office of J. Walter Thompson Co. After serv- 
ing on the information staff of the Office of Price 
Administration during the early part of 1942, he saw 
active duty as lieutenant commander in the U. S. 
Naval Reserve from October 1942 to January 1946, the 
majority of the time as an officer on an aircraft 
earrier in the Pacific. 
English at Northwestern University. He is a graduate 


Subsequently, he lectured in 
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Dr. Sowder 


Dr. Kidd Dr. Langmuir 


of the University of Pittsburgh, where he taught from 
1930 to 1942, except during 1937-38, when he served 
as associate and managing editor of the Pittsburgh 
Bulletin Index. 


Ny 


Charles V. Kidd, Ph.D., has been chief of the Office 
of Research Planning of the National Institutes of 
Health, Public Health Service, since 1949. He is also 
executive secretary of the consultants on medical re- 
search and education to the Secretary of Health, Edu- 
cation, and Welfare. In 1947 he was executive secre- 
tary of the President’s Scientific Research Board, and 
later was a staff member of the President’s Council 
of Economic Advisers. He received a Rockefeller pub- 
lie service award in 1955. He took an A.B. from 
Princeton in 1935, a diploma in history from Munich 
in 1936, and a Harvard doctorate in 1957. 


Alexander D. Langmuir, M.D., M.P.H., has been 
chief of the Epidemiology Branch, Communicable 
Disease Center, Public Health Service, since 1949. 
From August 1942 to July 1946, he was the epidemi- 
ologist of the Commission on Acute Respiratory Dis- 
eases of the Army Epidemiological Board, Fort Bragg, 
N. C. He served in the New York State Department 
of Health from February 1937 to August 1942 in vari- 
ous capacities, including that of deputy commissioner 
of health of Westchester County. Before coming to 
the Communicable Disease Center, he was associate 
professor of epidemiology at Johns Hopkins School of 
Hygiene and Public Health for 3 years. In 1955 he— 
served as a member of the WHO Committee on Pofio- 
myelitis Vaccine. Since 1947 he has been consultant 
on biological warfare to the Secretary of Defense. 


Wilson T. Sowder, M.D., M.P.H., Florida State 
health officer for the last 13 years, entered the Public 
Health Service as a commissioned officer in 1934. He 
served in hospitals, quarantine stations, and the Coast 
Guard, and in venereal disease control work in Ten- 
nessee and Florida. He was also a consultant on 
communicable diseases in the War Shipping Adminis- 
tration and consultant in the Service’s regional office 
in Dallas, Tex., until his resignation in 1956 from the 
Regular Corps to remain in Florida. He took his 
medical degree in 1932 from the University of Virginia, 
and his master’s degree in public health from the 
Johns Hopkins University in 1939. 
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Radiation as a Public Health Problem 


DAVID E. PRICE, M.D. 


O BE CLASSIFIED as a public health 

problem, a hazard must bear an important 
relationship to human health or disease. It 
must, furthermore, affect a significant part of 
the population, and it must be amenable to re- 
medial action which is within the power of 
society to undertake. 

Unquestionably, ionizing radiation meets the 
first two of these criteria. It has a relationship 
to human health and affects a significant part 
of the population. However, the design of 
social action deserves thoughtful consideration. 

Past experience in public health has taught 
us that a problem usually becomes rather seri- 
ous before people band together to deal with 
it. Only when a considerable amount of dis- 
ease could be traced to polluted water did we 
begin to develop sewage treatment and other 
antipollution measures. Only when motor ac- 
cidents had taken an alarming toll did citizens 
insist on better roads, safety devices, and var- 
ious accident prevention programs. Tradition- 
ally, and in the main this is probably one of 
mankind’s happier traits, we do not go looking 
for trouble. Not until the trouble looms so 
large it can no longer be ignored do we find the 
incentive to band together and pool resources— 
neighborhood, city, State, or Nation—to do 
something about it. 

In dealing with the health hazards of ioniz- 
ing radiation, unfortunately, this traditional 
approach cannot promise success. The effects 
of ionizing radiation are cumulative and irre- 
versible. They are subtle and may become ap- 





Dr. Price, chief of the Bureau of State Services, Pub- 
lic Health Service, delivered this address at a sym- 
posium of the American Association for the Advance- 
ment of Science, Indianapolis, December 30, 1957. 
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parent only after long delay. If we wait until 
there are obvious signs of radiation damage it 
will be too late to help the affected population 
or to decontaminate the polluted environment 
successfully. In this situation, prevention is 
not merely desirable, it is imperative. 

Finding the proper incentive to stimulate 
preventive action, however, is not easy. In my 
opinion, to use fear as the incentive for action is 
not only unwarranted and undesirable, but use- 
less. Panic or hysteria seldom results in con- 
structive activity. Factual information may 
stimulate constructive public action. The pub- 
lic should know what public health workers 
are doing to promote radiological health and 
what more they think they ought to be doing. 

Since we do not yet know at what point the 
harmful effects of prolonged, low-level ex- 
posure may outweigh the benefits of manmade 
radiation, we suggest that all unnecessary radia- 
tion exposure should be avoided. Consequently, 
much of our efforts in public health thus far 
are being directed toward finding what ex- 
posure is unnecessary and how it can be avoided. 


Reducing X-ray Exposure 


One of the major sources of radiation ex- 
posure today is the X-ray. If we can reduce 
needless exposure to X-ray without reducing 
its manifold benefits in the detection and treat- 
ment of disease, we have taken a significant 
step toward reducing the dimensions of the 
radiation exposure hazard. Much _ health 
agency activity in the radiological field is cur- 
rently directed toward this goal. 

For example, public health agencies for sev- 
eral years have been making a concerted drive 
to eliminate the use of the fluoroscopic shoe- 
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This machine serves abso- 
Moreover, if a 


fitting machine. 
lutely no practical purpose. 
child uses it each time he gets a new pair of 
shoes, he gets a considerable dosage of radiation 
over the years particularly since many of these 
machines deliver a scattered dose over a rather 
large part of the body. This is obviously a 
source of radiation that can be eliminated with- 
out the sacrifice of any beneficial result. The 
shoe industry has been cooperative. Shop 
owners, once they are fully informed of the 
facts, seldom show any reluctance to remove 
these machines. The main reason this type of 
shoe-fitter continues to be used is because there 
are not enough people, health officials or others, 
who have the information, the time, and the in- 
terest to work on the drive to eliminate this 
hazard. 

Another example of unnecessary exposure is 
the indiscriminate use of the X-ray in tubercu- 
losis surveys. When tuberculosis was more 
widely prevalent, communitywide mass X-ray 
surveys were justified. The early case finding 
from such surveys has unquestionably saved 
thousands of lives. There are still communities 
in the United States today where the prevalence 
of the disease makes mass X-ray campaigns 
desirable. However, there are other groups of 
people among whom the disease is so rare that 
the mass X-ray approach is no longer the best 
case-finding method. Consequently, the Public 
Health Service has recently recommended a 
more selective use of this procedure. 

Interestingly enough, when this recommenda- 
tion was publicly announced, it was interpreted 
by some as implying that mass X-rays were 
especially hazardous and that the Public Health 
Service opposed their use. This is an example 
of the emotional exaggeration that creates un- 
warranted fears and hampers constructive ef- 
forts to promote health objectives. Any 
general reluctance on the part of the public to 
accept diagnostic X-rays, when recommended 
by responsible authorities, would certainly be 
far more injurious to health than would the 
slight additional amount of radiation exposure. 
The vast majority of papers and other mass 
media made it clear that the individual X-ray 
in itself is not hazardous and that in areas where 
tuberculosis is prevalent mass X-ray surveys 
are still a valuable case-finding technique. 
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(Above) Without impairment of X-ray pictures, 
technicians adjust cones, filters, distance, and volt- 
age so as to reduce radiation doses as much as 75 
percent. The white strips on the model fluoresce 
under radiation to indicate exposure of strategic tis- 
sues, during demonstrations of X-ray techniques 
conducted by the Public Health Service. Dr. Walter 
Stahl points to charts (opposite page) which ex- 
plain the value of these adjustments. Accompany- 
ing tables show the dose to different organs under 


various conditions. 


(Top right) An aluminum plate absorbs soft X-rays, 
which lack energy to pass through the patient di- 
rectly to the radiographic plate. Soft X-rays fuzz the 
X-ray picture and contribute an unnecessary dose to 
the patient. A cone, absent here, would further con- 


fine the dose. 


(Below right) Too large a cone, or complete absence 
of a cone, permits beams intended for a chest plate 
to strike organs which should be protected. Even 
with a correct cone, irrelevant portions of the body 
may receive a radiation dose if the tube is too far 


from the patient. 
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X-ray tube 








NO FILTER 
Soft X-rays are absorbed in body causing 
only scatter haze on film and 
doing biological damage 











2-3 mm ALUMINUM FILTER 


Filter absorbs soft radiation before it gets to body 
Useful harder radiation still goes through patient 
and produces the image on film 


Film 
casette 


Beam resulting from 
large cone 


Correct size beam 
with small cone 


X-ray housing 


ye with tube 


Aperture ( lead) 
defines beam in 
same way as a cone 


Location is present 
of ovaries 


Location 
of testes 
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A third example of the opportunity to reduce 
unnecessary exposure to X-ray lies in the re- 
duction of the radiation doses delivered in 


medical and dental examinations. It is an un- 
fortunate fact that many of the 
than 160,000 X-ray machines being used in the 
healing arts today deliver a higher dose of 
There is room for 


more 


radiation than is necessary. 
much improvement both in the machines them- 
selves and in the techniques of their use. To 
drive home this point, our radiologists use a 
wax model] taped and instrumented to show ra- 
diation dosage. They take a chest X-ray with 
typical equipment and employ a commonly 
used technique. Then, changing the cone of 
the machine, focusing more precisely, and mak- 
ing a few other adjustments, they take an 
equally useful film, but expose the monitored 
tissues to only 1/35th as much radiation. 

Several studies now under way within the 
Public Health Service are designed to perfect 
techniques that will produce films of maximum 
value with minimum exposure and to provide 
better measurement of the doses delivered. 
Hand in hand with such studies, however, must 
go the training of technicians to inake use of the 
equipment and procedures which are already 
available and which reduce substantially the 
radiation dosage received by both the patient 
and the operator. 

Other studies are being carried out by public 
health personnel at all levels of government to 
reduce unnecessary X-ray exposure. As more 
physicians, dentists, and other members of the 
healing arts become aware of all that they can 
do to prevent unnecessary exposure, the X-ray 
hazard can be controlled. The problem is pri- 
marily one of research and of getting the find- 
ings of such research to professional groups, 
most of whom will readily understand their 
significance and apply them to their practice. 


Measuring Environmental Radiation 

The development of nuclear energy brings 
new significance to every effort to minimize ex- 
posure so that hazards may be balanced against 
the benefits of radiation not only in the healing 
arts but also in industry. 

Therefore, along with drives against unneces- 
sary X-ray exposure, health agencies are con- 
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New Radiological Health Division 


On recommendation of the Surgeon General and 
approval of the Secretary of Health, Education, and 
Welfare, a Division of Radiological Health has been 
set up in the Bureau of State Services with Francis 
J. Weber, M.D., as chief. Dr. Weber, a commis- 
sioned officer of the Public Health Service, comes 
from Region 8, Department of Health, Education, 
and Welfare, Denver, Colo., where he was regional 


medical director. 





cerning themselves with environmental sources 
of radiation. 

Before he split the atom, man gave little 
thought to the background radiation in nature. 
Consequently, although we know that there is 
great variation in the background radiation of 
different localities, we have little information 
about what these levels are for any given area or 
for its air, water, or food. Obviously, it is neces- 
sary to have such information in order to deter- 
mine how much radiation manmade sources are 
adding to the environment. Moreover, the time 
when we can obtain such data is fast slipping 
away. Ideally, these baseline studies should 
have been made before the first atom was split. 
Nevertheless, if we get this information as 
‘apidly as possible, it will still be extremely 

valuable in helping us to make better health 
evaluations of exposure doses. 

Baseline data are now being obtained on a 
limited scale. The focus of most of these 
monitoring activities is within the Atomic 
Energy Commission. However, the Public 
Health Service, in cooperation with State 
health departments and community groups, has 
operated for the past 5 years some 100 air and 
rain surveillance stations in order to measure 
community air pollutants, including radioactive 
pollutants. More recently, the Service has es- 
tablished about 40 stations for surveillance of 
water pollution. Here, too, analysis of collected 
samples includes radioactive pollution. The 
only food study in which the Public Health 
Service is currently participating is the collec- 
tion and analysis of milk for strontium-90 and 
other radioactive elements. These studies are 
being conducted in five major milk shed areas. 
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The Food and Drug Administration is con- 
ducting other limited surveys. All of these base- 
line studies need to be expanded . . . now. 

Baseline data are needed as a guide in the 
selection of reactor sites and as a gauge for 
determining how much and how rapidly radio- 
active waste from industry and from fallout is 
being added to the environment in any given 
area. 

Such data may also prove helpful in the 
development of epidemiological studies. To 
date, studies of permissible radiation doses have 
been based primarily on observations of persons 
exposed to abnormally high radiation dosages 
and are, at best, estimates. In order to evaluate 
the public health significance of radiation, we 
need to devise means of measuring the far more 
subtle effects of prolonged, low-level exposure. 
Since the damage from this type of exposure 
extends over years and generations, the diffi- 
culties of the measurement task are too obvious 
to need delineation here. We place a high 
priority on such research. The information is 
needed not only to provide a better basis for 
establishing practical radiation dose limits but 
also to relieve the public of those exaggerated 
fears which inevitably occur when one is deal- 
ing with unknowns. 

The increasing public awareness and concern 
about radiation exposure has been focused pri- 
marily on the matter of weapons testing. A 
far more important potential source of environ- 
mental radiation exposure is the rapidly grow- 
ing number of power reactors based on nuclear 
fission. For this reason, long before the Ship- 
pingport, Pa,, atomic power plant began operat- 
ing in December 1957, health personnel, both 
Federal and State, were working closely with 
the designers of that installation. Radiation 
specialists from the Public Health Service and 
the Pennsylvania Health Department partici- 
pated in planning the installation and opera- 
tion of the waste treatment system at the 
Shippingport reactor. This collaboration in- 
cludes baseline studies of the Ohio River sys- 
tem, the receiving stream. 

The Shippingport operation has given in- 
dustry, the Atomic Energy Commission, and 
the Federal-State health services an excellent 
opportunity to work out a practical pattern of 
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cooperation in the interest of public health 
This cooperation will continue, and 


safety. 
operating experience will provide an oppor- 
tunity to test theory against practice. 

A pioneering operation such as this naturally 
commands the careful and personal attention of 
highly trained experts. But what is going to 
happen as the industry expands? Will the 
same precautions always be taken? Tradition- 
ally, State agencies, and in most States, it is 
the health department, have assumed respon- 
sibility for seeing that every industry within 
their jurisdiction operates in such a way as not 
to endanger the health of the workers or of the 
other citizens of the community. Public health 
supervision of radiation sources in industry is 
therefore not a totally new concept. It fits into 
the existing pattern of industry and health de- 
partment relationships. But it does present 
new challenges. 

Will States and communities accept these 
challenges in time? To date, there are radio- 
logical health programs in only a few State 
health departments. All States need them. To 
date, only a few communities have any accurate 
idea of the sources and amounts of radiation to 
which their people are exposed. Every com- 
munity should be taking this first step of assess- 
ing the radiation burden. 

It will not long be feasible for the public to 
rely entirely on the users of radiation sources 
for assurance of community health protection. 
As nuclear sources of power begin to compete 
with conventional sources, there will undoubt- 
edly be severe economic pressures to lower 
operating and capital costs. The public health 
agencies should be prepared to assure that such 
economies are not made at the expense of public 
health considerations. 


Three Major Challenges 


Summing up, radiation presents three major 
challenges to the public health profession. 
First, the public must be alerted to the need for 
greatly expanded radiological health programs 
which can provide security from fears that 
would hamper the constructive development of 
Public 


understanding is basic because adequate radio- 


atomic industry and atomic medicine. 
logical health programs require both legal au- 
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thority and financial support on a scale possible 
only when there is general public acceptance. 
The second big problem is that of trained 
manpower. Radiological health isa specialized 
field with concepts, vocabulary, units of mea- 
surement, and sensitive instrumentation of its 
own. With the increase of radiation sources, 
there must be a corresponding growth in health 
personnel who have the training required to 
provide planning, surveillance, and other serv- 
ices. However, since highly trained special- 
ists are produced slowly and since there is 
much to be done right now, the Public Health 
Service is providing practical training to the 
existing staffs of State and local health depart- 
ments. This is done by courses and seminars 
designed to instruct trainers, persons who can 
conduct similar programs in their own areas. 
In addition, the corps of specialists needed as 
teachers and researchers must be increased. 
For this task, we look to our colleges and 


universities, 





I have 
touched upon the need to know the probable 


The third major need is research. 


doses and the biological effects. The engineer- 
ing field is presented with equally momentous 
challenges. For example, we have yet to find 
a satisfactory and economical method of dis- 
posing of high-level radioactive waste. The 
Atomic Energy Commission already has more 
than 65 million gallons of radioactive waste 
buried in tanks in the earth. As the Nation 
becomes dotted with nuclear energy plants, 
what is to be done with these high-level wastes? 
We are getting by at present with temporary 
expedients; we must seek long-range solutions. 

In conclusion, I say again that, from a public 
health standpoint, radiation is still a prevent- 
able health hazard. I believe we can keep it 
so, if we act now. Since we recognize that all 
radiation is harmful and that its effects are 
cumulative and irreversible, the price of delay 
in the vigorous pursuit of research and control 
efforts might well prove to be intolerably high. 


Graduate Fellowships in Public Health 


Through projects in Massachusetts, Louisiana, and California, 
fellowships of $2,500 are available for the second year of graduate 
study to social workers interested in the field of public health. 

With assistance from the Children’s Bureau, the health departments 
of the States have set up educational programs focused on social 


work practice in public health, in schools of social work. 


Partici- 


pating are the schools of social work at Boston College, Boston 
University, Simmons College in Boston; Tulane University School 
of Social Work; and the University of California School of Social 


Welfare, Berkeley. 


The University of California is also offering fellowships of $3,600 
for a year of supervised practice in public health following completion 


of the second graduate year. 


Further information about these fellowships may be obtained by 


writing to the dean of any of these schools of social work. 


Appli- 


cations should be made before April 15, 1958. 
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Foodborne Epidemic of Group A 


Beta Hemolytic Streptococcus 


ROBERT E. FARBER, M.D., M.P.H., and FERDINAND A. KORFF, B.S. 


SUDDEN extensive outbreak of beta 
A hemolytic streptococcal sore throat oc- 
curred in Baltimore, Md., during February 
1957. The Baltimore City Health Depart- 
ment, investigating the outbreak, found that an 
estimated 600 individuals became ill following 
attendance of a charity luncheon by more than 
800 people, mostly women. 

Several members of the organization which 
sponsored the luncheon procured and prepared 
most of the food served. A commercial caterer 
and a restaurateur assisted in the preparation of 
some of the food. The menu consisted of egg 
salad, tuna fish salad, macaroni with cheese, 
cottage cheese with nuts and cherries, pickles 
and olives, ice cream, coffee, and cookies. 

Epidemiologically, egg salad, the probable 
vehicle of the outbreak, is of interest because re- 
cent literature reveals three instances in which 
eggs were the vehicle of transmission for strep- 
tococcus infection (7-3). 

The specific causative organism, group A, 
type 25, beta hemolytic streptococcus which was 
recovered from patients, is one of the types of 
streptococci reported as being nephrotoxic by 
Rammelkamp and others (4-7). 


Epidemiological Studies 


A questionnaire was distributed 1 week after 
the luncheon to as many people who had 
attended as possible. It soon became apparent 





Dr. Farber is director of the bureau of communica- 
ble diseases, and Mr. Korff is director of the bureau 
of food control, in the Baltimore City Health De- 
partment, Baltimore, Md. 
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that it would be impossible to reach all of these 
people, since there was not a complete roster 
of the guests. 

Because of the incomplete roster and because 
of the possibility that the questionnaires would 
be returned primarily by those ill, it was de- 
cided to base the epidemiological investigation 
primarily on the information obtained from the 
96 members of the organization. 

The questionnaire requested the follow ing in- 
formation : clinical details of the illness, time of 
onset of the illness, name of the attending physi- 
cian, a history of foods eaten at the luncheon, a 
statement on whether any food had been taken 
home and, if so, who had eaten it and with what 
result. 

Of the 96 members of the organization 6 had 
not attended the luncheon and 4 could not be 
found for questioning. Of the remaining 86 
members, 60 had become ill with sore throats, 
giving an attack rate of 70 percent. Since it is 
reasonable to assume that the attack rate of this 
group is unbiased, it follows that of the 800 to 
900 who attended the luncheon, some 500 to 600 
probably became ill. This figure does not in- 
clude secondary cases or those who were made 
ill by food brought home. 

Figure 1 gives the frequency distribution in 
hours of onset of the illness following the 
luncheon. The shape of the curve, although 
slightly skewed to the right, is nevertheless con- 
sistent with the hypethesis of a common source 
epidemic. 

By plotting the cumulative percentage of 
cases against the logarithms of the times of 
onset on normal probability paper (fig. 2) ac- 
cording to the method of Sartwell (8), the 
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points fall approximately along a straight line 
in a log normal fashion. From this graph the 
median incubation is estimated to be 31-32 
hours, with 90 percent of the cases occurring 
within 65 hours following the luncheon. In 
the Fort Bragg outbreak (7) the estimated 
median incubation period was 38 hours, and in 
the Catskill epidemic reported by Sartwell (8) 
it was 56 hours. 

Of the 60 members who became ill, all except 
1 had a sore throat; 40, or 66.7 percent, had 
wx 53.3 percent, had headaches; 


= 


fever; 32, 
vomiting was reported by 11.5 percent, and 6.7 
percent experienced diarrhea. There were no 
reported instances of a skin rash. There were 
no fatal cases. 

Table 1 summarizes attack rates according to 
the food histories given by the 86 organization 
members. The outstanding observation is that, 
of 65 individuals who ate egg salad, 83 percent 
subsequently became ill and among the remain- 
ing 21 who did not eat egg salad, 29 percent 
became ill. For each food, the noneaters serve 
as a control for those who gave a history of 


Figure 1. Frequency distribution of persons 
attacked, by time of onset of illness. 
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Figure 2. Cumulative distribution of persons 
attacked, by time of onset of illness. 
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eating. Where the attack rate differs signifi- 
cantly between the consumers and the noncon- 
sumers, the foodstuff is said to be associated 
with the illness and is suspect as the vehicle of 
the illness. In the present investigation, egg 
salad and tuna fish salad are thus conjectured 
as possible sources of infection, egg salad show- 
ing a far higher association. 

A factorial analysis, shown in table 2, indi- 
vates that among those who ate tuna fish salad, 
the attack rate was significantly determined by 
the consumption of egg salad. However, among 
those who ate egg salad, a history of tuna fish 
salad eating was not significant as a determinant 
of illness. These facts would seem to indicate 
that egg salad was the vehicle of the illness. 

Further support for incrimination of the egg 
salad is provided by the analysis of the inci- 
dence of illness among husbands and other 
family members who were not in attendance at 
the luncheon, but who ate the leftover food 
brought home by the ladies. As shown in 
table 3, of those who ate the egg salad only, 
71 percent became ill; whereas of those who ate 
the tuna fish salad only, 13 percent became ill. 
Of those who ate both egg salad and tuna fish 
salad, 59 percent became ill. There are certain 
limitations, of course, in this analysis. The in- 
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Table 1. Attack rates, according to food history 





Persons who ate specified 


Persons who did not eat specified food 














food 
Food nad oe sist aan 
Total | Number} Percent | Total Number | Percent | x? 1p 

number ill ill number | ill ill 
_ oa ; 
Egg salad os 65 54 83. 1 21 | 6 28.6 | 24.75 <. 01 
Macaroni and cheese_- 34 26 76. 5 52 34 65. 4 | . 95 >. 05 
Cottage cheese i 56 40 71.4 30 | 20 66.7 | . 25 >. O05 
Tuna fish salad____ = 63 49 77. 8 | 23 11 47.8 7. 02 <. 01 
Ice cream __- oc] 40] BL] 775 | 46 | 29} 630] 199} >.05 

| l 


P <.05 indicate statistically significant differences. 


cidence of illness among members of the house- 
holds who did not eat the leftover foods was 
not obtained. This information could have pro- 
vided an estimate of the expected incidence in 
the absence of a history of exposure to suspected 
foods, either due to spread of the agent (sec- 
ondary cases) or unconnected with the episode. 

Investigation of the preparation of the foods 
strengthened the evidence that the egg salad 
was the vehicle of spread. The tuna fish salad 
and cottage cheese had been prepared by the 
caterer, whereas the egg salad had been pre- 
pared by the restaurateur. The tuna fish had 
been supplied in unopened cans to the caterer, 
and the mayonnaise was a well-known com- 
mercial brand in large unopened gallon jars. 
The cottage cheese was secured from one of the 
large milk plants in Baltimore City. The maca- 
roni and cheese had been prepared at the 
luncheon and served hot. 

The raw eggs for the egg salad were obtained 
from various sources by the ladies of the organi- 


Table 2. Attack rates, comparison of egg salad with tuna fish salad 


Food eaten 


Egg salad without tuna fish salad..____________- 
Egg salad with tuna fish salad. _______-_- » See 


Total_ ns 


Tuna fish salad without eam salad... ..................... 


Tuna fish salad with egg salad 


Total 
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1 Values shown represent probabilities that observed differences could have occurred by 


chance. Values of 


zation. In the homes of eight members they 
were hard-boiled and shelled by the ladies with 
the help of maids and others on Monday, Febru- 
ary 4. The hard-boiled eggs were then collected 
from these homes and delivered to the restaura- 
teur some time on Tuesday, February 5, the day 
before the luncheon. 

At the restaurateur’s, on the evening of Feb- 
ruary 5, the peeled, boiled eggs were cut by 
machine and mixed with washed, cut-up celery. 
The room temperature was said to be between 
78° to 82° F. Mayonnaise from the original 
containers, seasoning, and a quantity of mashed 
potatoes were added. This mixture was excess- 
ively handled, being run through the grinder 
three times, and then put in plastic bags of 
approximately 25 pounds each. ‘These were 
sealed and placed in the restaurant refrigerator 
for approximately 9 hours at a temperature re- 
ported as 34° F. There are indications that 
this food was not completely chilled until after 
many hours storage in the refrigerator, 


Total Number Percent P 

| number ill ill | 
acne 12 8 | 66. 7 . 
caleaial | 53 | 46| 86.8 }  >-05 
ssoonil 65 | 54} = 83.1 |__. an 
caida wall ? ee —“e? eT 
Sarid | 53 46 86. 8 } - 01 
scape | 63 49 oe 
| = = $ -— = = 
es 11 | 3 27.3 Zoe 
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Attack rates, not present at luncheon 
but eating food brought home 


Table 3. 


Number, Number, Percent 


Food taken home eating ill ill 
food 
Egg salad only 38 y+ | 71. 1 
Tuna fish salad only 15 2 13. 3 
Egg salad and tuna fish 
salad 21 12 57. 1 


Upon investigation of the food handlers at 
the restaurateur’s where the egg salad had been 
prepared, it was discovered that one of them 
had been examined at a local hospital for severe 
cellulitis of his left hand on February 7, the 
day following the luncheon and 2 days follow- 
ing the preparation of the egg salad. The fol- 
lowing is an abstract of his hospital outpatient 
recora ; 

Present illness: Patient states that on several oc- 
easions he has had pus pimples on his hands. This 
time, the present episode began yesterday, and his 
left hand became swollen and sore. There are also 
pus pimples on the right hand. 

Discloses erythema and 


Physical examination: 


edema of fingers of the left hand, and also hand itself 
is edematous. Increased temperature in area. Linear 
red streak up the flexor surface of left forearm and 
up the arm into the left axilla where there is a large 
axillary adenitis present. 

Diagnosis: Pustular dermatitis, both hands; cellu- 
litis, left hand; lymphangitis, left arm; lymphadenitis, 
left axilla. 

No cultures from the food handler were 
taken at the hospital. Cultures from this man’s 
hand and throat were subsequently obtained in 
the Baltimore City Health Department on Feb- 
ruary 11, 6 days after the preparation of the 
egg salad. In addition, throat cultures and 
hand cultures were taken on February 11 from 
2 other food handlers who likewise were in- 
volved in the preparation of the egg salad. 
The report on these cultures will be discussed 
under the laboratory findings. 

The food handler with cellulitis insisted that 
his hands were normal at the time of the 
preparation of the egg salad and that they did 
not become sore until 24 hours later. This fact 
is borne out in the above abstract from the hos- 
pital record where it is clearly stated that the 
infection of the hands began “yesterday,” that 
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is, on February 6, the day after preparation of 
the egg salad. This information in the hospital 
record was given before there was any suspi- 
cion that a foodborne epidemic was involved. 


The previous occurrences of “pus pimples,” ac- 
cording to the food handler, followed exposure 
to mayonnaise, Vinegar, and certain detergents. 
They may have represented contact dermatitis. 


Laboratory Findings 


Six throat cultures were obtained from pa- 
tients who had attended the luncheon. Four of 
these were taken by the health officer and two 
by a private physician on February 8, 2 days 
after the luncheon. These cultures were exam- 
ined in the laboratories of the Baltimore City 
Health Department and typed at the Johns 
Ifopkins School of Hygiene and Public Health. 
Five cultures were reported to have grown beta 
hemolytic streptococcus, group A, using the 
Taxos disk method. From the sixth culture 
an alpha streptococcus and a hemolytic, pig- 
mented, coagulose positive staphylococcus 
were isolated. Further typing of the group A 
culture indicated that 3 of the 5 were type 25; 
one was untypable and the fifth culture was 
group C instead of the originally thought 
group <A. 

Throat cultures taken on February 11 from 
the 3 food handlers who had prepared the egg 
salad showed beta hemolytic streptococci, which 
were later typed as group A, type 25. It is of 
interest that the food handler with cellulitis of 
the left hand still had a positive throat culture 
in spite of 3 intramuscular injections of 600,000 
units of penicillin, given on February 7, 8, 
and 11. 

Cultures from the hands of these food han- 
dlers, including the one with cellulitis, were 
negative for beta hemolytic streptococci. 

Bacteriological examinations of the samples 
of the egg salad, tuna fish salad, and cottage 
cheese were done as follows: 10 grams of each 
were emulsified in 90 cc. of sterile buffered dis- 
tilled water. Serial dilutions were made and 
plated for total and coliform counts. A tenth 
of a cubic centimeter of the emulsion was plated 
on Teague’s EMB, blood, tellurite glycine, and 
desoxycholate lactose saccharose citrate agars. 
Selenite enrichment broth was also inoculated 
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for plating in 24 hours. The organisms isolated 
were tested for biochemical reactions and in the 
case of the pigmented staphylococci, the Stone’s 
agar and coagulose reactions were tested. 

Beta hemolytic streptococci were not isolated 
from any of the food samples, but the egg salad 
was heavily contaminated with Z’scherichia coli; 
hemolytic, pigmented staphylococci; and alpha 
streptococci. From the cottage cheese a hemo- 
lytic pigmented staphylococcus and an alpha 
streptococcus were isolated. Only an alpha 
streptococcus was isolated from the tuna fish 
salad. 

Four weeks after the luncheon 9 throat cul- 
tures were taken at random from 9 women who 
had had acute sore throats following the linch- 
eon. Of these, three were positive for a group 
A, type 25, beta hemolytic streptococcus. At 
the time the cultures were taken, all of these 
ladies were asymptomatic and had apparently 
fully recovered from their acute illness. None 
of the nine had been cultured previously in the 
investigation. 

Thus, group A, type 25, beta hemolytic strep- 
tococci were isolated from 3 of 6 attendants at 
the luncheon who were cultured 2 days later, 
from all 3 food handlers cultured 5 days after 
the luncheon, who prepared the egg salad, and 
from 3 of 9 attendants at the luncheon who 
were cultured 4 weeks later. 


Complications 


Since the causative organism, group A, type 
25, beta hemolytic streptococcus, had been cited 
as being nephrotoxic, a survey was initiated to 
estimate the frequency of nephritic as well as 
other complications. The survey was timed to 
coincide with the maximum time interval be- 
tween the acute sore throat and the onset of 
possible nephritis, that is, 21-28 days (9%). 
Physicians practicing in the area where the 
majority of the patients lived were questioned 
and alerted to this possibility. Questionnaires 
were sent to 47 of the physicians known to have 
treated some of the patients. Of these, 33 
responded and reported that they had treated 
a total of 310 patients. None of these patients 
was reported to have had any signs of nephritis 
within 5 weeks after the acute attack; 51 of the 
310 had recurrences of sore throat after ap- 
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parent initial recovery. Other complications 
reported were 3 cases of sinusitis and 3 cases 
of otitis media. 

In addition to the questionnaires to the phy- 
sicians, single urine specimens were obtained 
by the public health nurses of the Baltimore 
Health Department from 97 of the ladies, in- 
cluding members and nonmembers, who had 
had sore throats. The specimens were obtained 
during the fourth week following the acute 
illness. These 97 specimens were tested within 
6 hours of collection for the presence of albu- 
min and red blood cells. All of the tests were 
negative except one which showed a two-plus 
albumin and 1 to 2 red blood cells per high- 
power field. In this latter case, the patient’s 
personal physician was contacted and _ his 
further investigation revealed no evidence of 


nephritis. 


Discussion 


The estimated primary attack rate for this 
foodborne streptococcus outbreak, 69.8 percent, 
was high compared with other reported out- 
breaks. The Fort Bragg attack rate was 41.7 
percent, of which 91 percent were primary cases 
and 9 percent were carriers (/). There are 
several possible explanations for this difference. 
The causative organism in the present out- 
break may have been new to this community 
so that the number of previously immune indi- 
viduals was low. Since the typing of strepto- 
cocci is a recently adopted procedure and not 
regularly performed, there is no evidence to 
refute or substantiate this possibility. 

A more likely possibility derives from the 
fact that both the health department investi- 
gators and the private physicians gained the 
impression that several of the so-called patients 
were not truly infected but merely had psy- 
chosomatic complaints. In addition, the fact 
that only two-thirds of the reported patients 
had fever seems unusually low for streptococcal 
sore throat and therefore supports this conten- 
tion. 

Consistent epidemiological evidence suggests 
egg salad was the vehicle for the disease: first, 
the epidemic curve indicated that the reported 
disease was due to a common yehicle; second, 
the analysis of attack rates according to foods 


207 











consumed implicates egg salad as the determi- 
nant of the sore throat; third, the analysis of 
attack rates among those who ate food brought 
home from the luncheon also points to the egg 
salad; and fourth, the causative organism was 
isolated from the throats of the food handlers 
who prepared the egg salad. The failure to 
isolate the organism from the egg salad may 
perhaps be explained by the fact that at the 
time food samples were cultured, the egg salad 
was at least 72 hours old, and the eggs them- 
selves had been shelled approximately 96 hours. 
Presumably, any beta hemolytic streptococci 
that might have been present could have been 
overgrown with other organisms. 

The inability to find the causative organism 
in the vehicle demonstrates the need for epi- 
demiological investigation of all illnesses at- 
tributed to food, and the inherent limitations 
in inferences based solely upon the results of 
analyses of residues of food served. Food avail- 
able for examination following any outbreak of 
illness is food that has not been eaten, and un- 
less of liquid consistency a negative finding can- 
not be considered to refute the epidemiological 
findings. 

The means by which the egg salad was con- 
taminated pose an interesting question. If we 
accept the possibility that the man with cel- 
lulitis was a victim rather than the initiator of 
the outbreak, then we must look elsewhere for 
the mode of infection of the egg salad. 

Any one of the ladies, or their maids and 
other helpers, who helped to prepare the eggs 
could have been a carrier of the streptococcus 
and could have coughed or sneezed inadvertent- 
ly over her pile of shelled hard-boiled eggs. 
If the eggs were so inoculated and improperly 
refrigerated overnight in the ladies’ homes, an 
ample growth of streptococci could have been 
present the next day when the eggs were de- 
livered to the restaurateur. 

The food handler could have been infected 
when he was putting the eggs through the cut- 
ting machine. An attempt to test this hypoth- 
esis was made. All the ladies involved in 
the preparation of the eggs were questioned, but 
they denied any infection or illness prior to the 
luncheon either in themselves or in members of 
their families. Of these 8 ladies all but 2 be- 
came ill 24 to 48 hours after the luncheon. 
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In addition, absentee records of schools in 
the vicinity were examined for evidence of sore 
throats. The only apparently pertinent infor- 
mation thus obtained was that the young son 
of one of the members was sick with a sore 
throat and fever 4 days before the luncheon. 
Investigation of this lead revealed that the 
whole family except the mother had been sick. 
The mother however could not be connected 
with the preparation of the eggs or any of the 
other foods served. 

The positive throat cultures from the 3 food 
handlers at the restaurateur’s taken on Feb- 
ruary 11, 1957, 5 days after the luncheon, could 
be explained by the assumption that each of 
these men sampled the egg salad during and 
after mixing. Investigation of this possibility 
revealed that two of the food handlers tasted 
some of the egg salad; the third could not be 
reached. Consequently, the question again 
arises whether these positive throat cultures are 
cause or effect. 2 

Conclusions from the failure to find evidence 
of nephritis in 97 subjects must be guarded. A 
single urine specimen is not wholly adequate to 
rule out this condition, even when taken at ap- 
proximately the time when nephritis would be 
expected to be present. The negative infor- 
mation secured from physicians treating over 
300 patients must also be interpreted with cau- 
tion. We may at least say, however, that the 
incidence of nephritis, if it occurred, was low. 
Only two cases of nephritis have been reported 
in the literature in association with type 25 
streptococcus. 

Apparently the secondary attack rate for this 
outbreak was low. Those private physicians 
who were questioned reported very few cases 
in other members of the families or the commu- 
nity except among those who ate the food 
served at the luncheon. Likewise, a review of 
the causes of absence from the schools in the 
area showed no marked increase in the number 
of acute sore throats. One possible explanation 
for the low secondary attack rate is the fact 
that many of the private physicians in the area 
gave routine prophylactic antibiotics to con- 
tacts of the primary cases. However, second- 
ary attack rates appear to have been low in 
other foodborne streptococcal epidemics before 
antibiotics were used. 
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Even after taking into account the use of 
effective antibiotic therapy, the cases in this epi- 
demic were impressively mild as contrasted 
with those of an earlier era when septic sore 
throat was attended by a considerable number 
of suppurative complications and a substantial 
mortality. This is consistent with the long- 
time trend toward reduced clinical severity of 
scarlet fever and, presumably, respiratory 
streptococcal infections. 


Summary 


In February 1957 a foodborne outbreak of 
streptococcal sore throat, estimated to have 
caused over 500 illnesses, occurred in Balti- 
The attack rate was 70 percent 
The causative 


more, Md. 
among the 86 persons studied. 
organism was a group A, type 25, beta hemo- 
lytic streptococcus. 

Epidemiological investigation suggests that 
egg salad served at a luncheon was the vehicle, 
83 percent of those who ate the food reporting 
illness. The source of the infection was not 
ascertained. 

Although the search for nephritic complica- 
tions was limited, no evidence was found to 
support reports of the nephrotoxic potential of 
this streptococcal type. 
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Microbiological aspects 


The Biophysical Society 


The first national meeting of the Biophysical Society was held at 
the Massachusetts Institute of Technology in Cambridge, Mass., during 


February 5-7, 1958. 


Founded in March 1957 in Columbus, Ohio, the society has defined 
its aim as the promotion of “a more complete biological science with 
emphasis on mathematically formalized theory and quantitative ex- 


perimentation.” 


The group hopes to achieve this goal by welding 


into a new scientific team experts from such fields as physics, biology, 
medicine, chemistry, mathematics, and engineering. 

Intensively studied at the 1958 meeting were aspects of molecular 
biophysics, particularly microsomal particles and protein synthesis, 


and muscle proteins and contractile mechanisms. 


Papers were pre- 


sented by specialists drawn from the United States and abroad with 
the assistance of the National Science Foundation. 
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TPI and TPCF Tests 
On 2,000 Patients 
Difficult to Diagnose 


Ap Harris, Viremia H. Fatcone, B.S., Lewis S. 
Price, and WittiAM J. Brown, M.D. 


INCE January 1, 1955, the Venereal Disease 
Research Laboratory of the Public Health 
Service has offered a 7’reponema pallidum im- 
mobilization (TPI) testing service on a nation- 
wide basis to all physicians through the 
laboratories of State and Territorial depart- 
ments of health. The Venereal Disease Re- 
search Laboratory has received from State 
laboratories requests for TPI testing of ap- 
proximately 100 serums per week since com- 
mencement of the service (7,2). During a part 
of this period, the 7reponema pallidum comple- 
ment fixation (TPCF) test also was used— 
experimentally and as a research tool. From 
July to December 1956, both these procedures 
were used on all serums submitted for TPI test- 
ing, and in January 1957 the TPCF test was 
made an integra! part of the TPI testing service. 
All serums submitted for TPI testing have 
been tested first with the TPCF procedure since 
January 1957. Only those serums that are not 
nonreactive in the TPCF test are then tested 
with the TPI procedure. When both tests are 
performed, the completed report identifies each 
test by name and lists the results obtained in 
each. 

This report presents analyses of results ob- 
tained with TPI and TPCF tests on 2,000 
serums tested during the period from July to 
December 1956, when all serums were being 
tested with both procedures, and relates these 
findings to the patient data and medical opin- 





Mr. Harris is director, Mrs. Falcone is a bacteri- 
ologist, and Mr. Price is administrative officer, 
Venereal Disease Research Laboratory, Venereal 
Disease Branch, Communicable Disease Center, Pub- 
lic Health Service, Chamblee, Ga. Dr. Brown is 
chief of the Venereal Disease Branch, Communicable 
Disease Center, Atlanta, Ga. 
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ions submitted with the serums. Serums were 
received from more than 1,300 physicians in 47 
States and Territories, so they probably repre- 
sent a fair cross section of the diagnostic- 
problem patients of the average physician. 
The patients included 1,255 females (62.75 per- 
cent) and 745 males (37.25 percent). This 
percentage distribution by sex is approximately 
the same as has been noted since the TPI test- 
ing service was introduced, and it may indicate 
that the diagnostic problem in regard to syphi- 
lis is occurring approximately twice as often in 
female as in male patients (2). 


Methods 

Serums. Specimens submitted for TPL test- 
ing service are received from the State and 
Territorial departments of health labora- 
tories, accompanied by completed clinical data 
sheets. The clinical data sheet, in addition to 
identifying the patient, lists blood and spinal 
fluid test reports, any history of treponematoses 
and treatment given, history of several condi- 
tions or infections known to be associated with 
biologic false-positive (BFP) reactions, and 
finally, the opinion of the attending physician 
as to the probable diagnosis of the patient at 
the time the blood is submitted. The stipula- 
tions forthe acceptance of specimens for this 
service are that they be sterile serums from 
diagnostic-problem patients with no history or 
clinical evidence of syphilis or with suggestive 
evidence of untreated syphilis. 

TPI Test. The TPI test was performed ac- 
cording to the Nelson technique (4, 5) as modi- 
fied in later publications by the Venereal Dis- 
ease Research Laboratory (6-9). Only those 
serums which, after treatment with penicillin- 
ase, produced less than 70 percent motility in 
the control tube were reported as inconclusive. 

TPCF Test. The qualitative TPCF test was 
performed according to the technique described 
by Portnoy and Magnuson (70). Antigen was 
obtained from the Venereal Disease Experi- 
mental Laboratory, Chapel Hill, N. C. An 
anticomplementary report was recorded on 
those specimens that were anticomplementary 
in qualitative testing and insufficient in quan- 
tity to allow preparation of dilutions for re- 
testing as prescribed in the technique. 


Public Health Reports 








Test 


O 
— 
& 


Ve 











Discussion 

Specific test results obtained with the TPI 
and TPCF tests on 2,000 serums (745 from male 
patients and 1,255 from female patients) are 
shown in table 1. Several observations may be 
made from these data. The TPCF test was 
slightly more reactive for this donor group than 
was the TPI test. Although 42.5 percent were 
reactive to the TPCF, while 47.7 percent were 
reactive to the TPI test, the reactive plus 
weakly reactive results totaled 51.0 percent for 
the TPCF and only 49.8 percent for the TPI 
test. Conversely, the percentage of nonreactive 
findings was greater with the TPI test (50 
percent) than with the TPCF test (48 percent). 
The percentage of nonreactive results in both 
tests was higher for serums from females (TPI 
54.4 percent and TPCF 51.2 percent) than for 
the specimens from males (TPI 42.6 percent 
and TPCF 42.7 percent). As indicators of 
probable false-positive reactions in other tests 
for syphilis, the nonreactive results in these 
tests suggest that the proportion of probable 
biologic false-positive reactors is higher in fe- 
male than in male patients. 

Only 20 (1 percent) of the 2,000 serums were 
reported as anticomplementary in the TPCF 
test (see “Methods”) and only 3 serums (0.2 


percent) were reported inconclusive in the TPI 
test. 

Actual agreement between the results ob- 
tained with the TPI and TPCF tests is not as 
great as is indicated by the total percentage of 
reactive plus weakly reactive results for the two 
tests. One hundred and one serums (5.0 per- 
cent) that were nonreactive in the TPCF test 
produced reactive or weakly reactive results in 
the TPI test. One hundred and thirty-one 
serums (6.5 percent) that produced nonreactive 
results in the TPI test were either reactive or 
weakly reactive in the TPCF test. Direct dis- 
agreement of results obtained with the two tests 
was produced, therefore, in 11.5 percent of the 
2,000 specimens. Inclusion of anticomplemen- 
tary and inconclusive findings brings the non- 
agreement total to 12.7 percent. 

Complete serologic agreement of these two 
tests was obtained in 1,745 (87.3 percent) of the 
serums in the series. Both tests were reactive 
or weakly reactive in 887 (44.4 percent), and 
both were nonreactive in 858 (42.9 percent) of 
the specimens tested. 

Since the TPCF test is now being used as a 
screening procedure for the TPI testing service, 
the 101 serums showing nonreactive results in 
the TPCF test but with some degree of reactiv- 


Table 1. Comparative resu!ts of TPl and TPCF tests on 2,000 serums 


TPI test 

















Total | Reactive Weakly Nonreactive Inconclusive 
Type of reaction reactive 
' 7 Petes ee — Soe 
| 
Num-| Per- | Num-| Per- | Num-| Per- Num- | Per- | Num-_ Per- 
| ber cent ber cent ber cent | ber cent ber cent 
Both sexes_ 2, 000 | 100.0 956) 47.7 41 2.1 | 1,000 50. 0 3 0. 2 
Reactive 851 | 42.5 | 781 | 39.0 8 a 61 3. 0 I 3 
Weakly reactive_ 169 | 8. 5 | 93; 4.6 5 3 70 3. 5 l a 
Nonreactive 960 48. 0 74 3. 7 27 | 13 858 42.9 ] oe 
Anticomplementary __- 20 | 8 | 8 | .4 l of 11 = ee 
i  Saaeewrrs 745 | 100.0 417 | 56.0 10 1.3 317 42.6 1 l 
& Reactive _ - 364 | 48. 9 344 | 46. 2 | 2 .o 18 2. 4 
fay Weakly reactive 56) 7.5) 37 5. 0 | 1 | yy 18 2. 4 
LY Nonreactive - 318 | 42.7) 35 | 47 | 6 Bi ei i 1 I 
am Anticomplementary 7 | .9 | 1 | -1| 1 | 8] 5 of hve 
Females 1,255 100.0 | 539s 43.0 | 31 | 2.5; 683 54. 4 2 os 
Reactive - 487 | 38.8| 437) 348 | 6 SF 43 3.4 l . 
Weakly reactive__ 113 | 9<.0] §6| 45} 4 | a 52 4.1 l J 
Nonreactive | 642] 51.2 39 | 31} 21) 17) 582! 46.4 
Anticomplementary ___| 13 | 1.0 7 .6 6 .5 
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Table 2. Medical data supplied with 101 se- that in the remainder of the 2,000 patients in 


rums nonreactive in TPCF and reactive or this study. One significant difference noted of 
weakly reactive in TPI tests this group, however, was the number of weakly 
. reactive TPI test results. Twenty-five (25 per- 
Diagnostic category and | mui | ae ad a cent) of these 101 serums produced weakly reac- 
=~ | | syphilis | syphilis tive TPI test findings as compared with only 41 

— — i a (2 percent) of the total 2,000 serums tested. 
All diagnostic categories____| 101 | 24 77 Seventeen hundred and fifty-four of the 
«puma aa 60 s Ps serums were accompanied by data sheets indi- 
‘ating the clinical impression of the submitting 
7. tasgmsesagtpniasa nee 7 | . 7 physician as to whether the patient -was a bio- 
| RTE 9 7 2  logtce false-positive reactor or had _ syphilis. 
Biologic false positive... _-- 71 | 9 62 Comparisons of test results obtained on speci- 
RIE 28 | 3 | 25 mens in these two categories are presented in 
PEE. ono e nnn nnn 4) ag 37 tables 3 and 4. No clinical opinion was indi- 
None stated ---.....--.---- 12 3 9 cated on the data sheets for the remaining 246 

—— 8) 6 Serums. 


Of the 1,407 serums from patients listed as 
probable biologic false-positive reactors (table 
Stee » TP st ar st i "eS ‘ ve . i 
ity in the TPI test are of most interest. Table 3), 47 percent were nonreactive to both the TPI 


9 _ P . ~ any } = . 

2 shows that these serums were from 18 patients and TPCF tests. Results from either test 

considered to be syphilitic, 71 patients consid- alone were in slightly closer agreement with the 

ered to be biologic false-positive reactors, and medical opinion that these specimens were from 

12 patients for whom no clinical opinion had BFP reactors, since 54.3 percent nonreactive 
« Ds ot c 

been given. The group includes 24 patients — yesults were obtained with the TPI test and 

with some history of syphilitic infection and 77 52.0 percent were produced in the TPCF test. 


patients without positive history or physical Of the 1,407, 40.3 percent were either reactive 
findings of infection. Distribution in this — or weakly reactive in both the TPI and TPCF 
group as to sex, history of previous syphilitic — tests. The group of specimens from females 
infection, and present diagnosis is not unlike showed closer agreement with medical opinion 


Table 3. Comparison of TP! and TPCF test results on 1,407 serums from patients diagnosed biologic 
false-positive reactors 


TPI Test 


Type of reaction Total Reactive or weakly| Nonreactive Inconclusive 
reactive | 


| Number | Percent | Number | Percent | Number Percent Number Percent 
| | | 


Sa Ee, ae 100. 0 | 643 | 45. 6 762 | 54. 3 | 2 0. 1 
Reactive or weakly reactive 661 47.0 | 567 | 40.3 92 | 6. 6 2 a 
Nonreactive_______--____- | 732] 52.0 | 71| 5.0 661 | 47.0 
Anticomplementary - _-- 14 1.0 | 5 | . e 9 2 

oe | 

D | } 

< Males hhc wreincbaiam sekinareeaties 492 100.0 268 | 54.5 | 224 45.5 

z Reactive or weakly reactive 263 | 53. 5 239 | 48. 6 | 24 4.9 

oa Nonreactive_._......--- a 224 45. 5 28 | 5. 7 | 196 39. 8 

x Anticomplementary - __——---- 5 1.0 1 | .2 | 4 | ar Bes j 
i= 

Females.- - -_----- See eee 915 | 100.0 375 | 41.0 | 538 58. 8 2 oan 
Reactive or weakly reactive_ 398 43. 5 328 | 35.9 68 7.4 2 <a 
Nonreactive___ - -- enka : 508 55. 5 | 43 | 4.7 | 465 50. 8 apes aetna 2 
Anticomplementary - - - - - 9 1.0 4 | .4 5 . 6 Pee, eerie 
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Table 4. Comparison of TPI and TPCF test results on 347 serums from patients diagnosed as 
syphilitic 


Type of reaction Total 
| 


TPI Test 


] 
Inconclusive 


Reactive or Nonreactive 


weakly reactive 








| Number | Percent 


Number | Percent | Number | Percent 





ica ucen ead | 347 100.0 
Reactive or weakly reactive___| 237 | 68.3 
PIN sins cnia cc ecwiiseaneiaee us 108; 31.1 
Anticomplementary _--- - - - - -| 2 | . 6 

2 

7 
 Mebm........ ‘intial ia amtiatales 164 | 100. 0 
= Reactive or weakly reactive__- 110 67. 1 
Ss ou chininigutenbmeleel 53 32. 3 
e. Anticomplementary __-- ------ 1 | —. 

Females___-____- epee bak La 183-100. 0 
Reactive or weakly reactive___| 127 | 69.4 
SE ars 55 | 30.1 
Anticomplementary-___-----_! 1 | 5 





than specimens from males. Nonreactive re- 
sults were produced by TPI in 58.8 percent, and 
by TPCF in 55.5 percent of the serums from fe- 
male donors, whereas each test produced non- 
reactive results in 45.5 percent of the serums 
from males. This may reflect some factor, 
present in the female, that is responsible for an 
increased percentage of BFP reactions. 

Of the 347 specimens from patients currently 
diagnosed as syphilitic (table 4), 61.7 percent 
were reactive or weakly reactive in both tests, 
while 25.6 percent were nonreactive in both 
tests. Again slightly closer agreement with 
medical opinion was shown by the results of 
each test considered independently, since 67.2 
percent reactive results were produced in the 
TPI test and 68.3 percent were obtained in the 
TPCF test. Here no significant difference be- 
tween reactivity in either test of serums from 
male and female donor groups was noted. 

Approximately 5 percent of the serums in this 
study produced TPI reactions (reactive or 
weakly reactive) and would have been missed if 
the TPCF nonreactive serums had not been 
tested further. However, 6.5 percent of the 
serums were reactive or weakly reactive in the 
TPCF test and produced nonreactive findings 
in the TPI test. It is estimated from these 
bases that the TPCF test, when used as a screen- 
ing procedure for the TPI test, may detect (in- 
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| ae | 
Number | Percent 





233 67. 2 | 113 | 32.5 1 0.3 
214 61.7 | 23 | 6. 6 
18 5. 2 | 89 | 25.6 I 3 
1 | .3 l 3 ne 
| | 
109 | 66.5 54 | 32.9 1 .6 
100 61. 0 | 10 | 6. 1 : 
9 5. 5 43 26. 2 l .6 
an Lae 1 | 6 has 
124 | 67.7 | 59 32.3 : 
114} 62.3) 13 | 7.1 
9 4. 9 | 46 25. 2 : 
1 | 5 | 


cluding anticomplementary findings) approxi- 
mately 90 percent of the serums that will pro- 
duce reactive or weakly reactive findings in the 
TPI test, although a larger total number of re- 
active plus weakly reactive TPCF test results 
may be obtained. The percentage of agreement 
between results obtained with the TPI and 
TPCF tests reported here would not necessarily 
be similar to findings produced by testing 
groups of specimens selected in a different 
manner. 


Summary 


Results obtained with the TPI and TPCF 
tests on 2,000 serums from diagnostic-problem 
patients were in agreement on 1,745 serums 
(87.3 percent). 

The greater proportion of nonreactive results 
produced by serums from female patients in 
both or either of the treponemal tests is an 
indication that biologic false-positive reactions 
may be more prevalent among female patients. 
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The Domestic 
Migrant Worker 


To encourage community effort 
in meeting the health problems of 
domestic agricultural migrants on a 
continuing basis, information is sup- 
plied through a Public Health Serv- 
ice exhibit. 

The exhibit consists of maps, 
charts, and photographs, illustrating 
the major routes traveled, important 
work areas, typical housing, and 
health conditions. It gives examples 
of organized effort in making health 
services available to the migrants 
who follow the crops each year. 
The exhibit is designed for display 
at national, regional, and State con- 
ferences, and in other places where 
interested people gather together. 
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Specifications: A 3-panel exhibit on legs, 7 feet high, total weight 377 ibs., including 
the packing crate; back panel, 4’ x 6’; each of the side panels, 4’ x 3’, attached to 
Lighting fixtures fit into each of the panels through slots at 
the top, and the three 150-watt reflector floodlights can be connected with a single 
outlet. Available through the Division of General Health Services, Public Health 
Service, U. S$. Department of Health, Education, and Welfare, Washington 25, D. C. 
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are we getting public health 
in tune with the times? 


“Be they pessimists or optimists, public health workers everywhere agree that 
these are times of change and that the future of public health is either beset with or 
holds promise of unprecedented challenge. Fortunately, there is today a ferment in 
public health. . . . The frustrations. the disappointments, the dissatisfactions and 
discontentments are, in my opinion, the precious yeast so essential to constructive 
ferment. They are basic to the evolution of new knowledge and new understanding 
which can lead to greater attainment... . . Although science can show us how to 
achieve our ends, it is a sobering fact, but a heartwarming and human one, that for 
motivation and purpose we must seek guidance elsewhere—in faith, in fellowship, in 
our relationships, and in our public policy pronouncements. It is in guidance in these 
all-important areas that our Association has the potential for serving us so well.” 


Joun W. Knutson, D.D.S., Dr. P.H. 

President, American Public Health Association 
From the presidential address at the 
Kighty-fifth annual meeting. November 11.1957 
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w AP H A Conference Keport 


With the assistance and cooperation of the 
authors, the staff of Public Health Reports has 
summarized some 70 of the papers presented 
at the 85th annual meeting of the American 
Public Health Association and, related organ- 
izations in Cleveland, Ohio, November 11—15, 
1957. 

Summaries selected for publication in the 
following pages are intended to present infor- 
mation which may not otherwise have been 
given adequate notice. Omitted from these 
selections are papers which were known to 
have been scheduled for early publication in 
the American Journal of Public Health; pa- 
pers whose authors provided no copies for this 


journal; and papers which, for one reason or 
another, did not seem suited to summarization. 

No papers on laboratory methods are sum- 
marized here because of the understanding 
that they would have early publication, at least 
in brief form, in the APHA journal. 

Other papers presented at the conference 
are under consideration for publication in sub- 
sequent issues of Public Health Reports. The 
February issue carried papers given at the 
meeting of the health officers section with the 
American College of Preventive Medicine. 

Names of sections and some of the affiliated 
organizations represented at the conference are 
listed below. 








Sections of the American Public Health Association 


Dental Health 

Engineering and Sanitation 
Epidemiology 

Food and Nutrition 

Health Officers 


Laboratory 

Maternal and Child Health 
Medical Care 

Mental Health 


Occupational Health 
Public Health Education 
Public Health Nursing 
School Health 


Statistics 


Related Organizations Participating in the Conference 


Associations 


American Association of Hospital 
Consultants 

American Association of Public 
Health Physicians 

American Association of Registra- 
tion Executives 

American Industrial Hygiene As- 
sociation 

American School Health Associa- 
tion 

American Society of Professional 
Biologists 
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Association of Business Manage- 
ment in Public Health 

Association of Labor Health Ad- 
ministrators 

Association of State Maternal and 
Child Health and Crippled Chil- 
dren’s Directors 

Association of Teachers of Preven- 
tive Medicine 

Industrial Medical Association 

Public Health Cancer Association 


Conferences 


Municipal Nurse Directors 


Municipal Public Health Engineers 

Public Health Veterinarians 

State and Provincial Public Health 
Laboratory Directors 

State Sanitary Engineers 


Other 


American College of Preventive 
Medicine 

The Biometrics Society (Eastern 
North American Region) 

National Citizens Committee for 
the World Health Organization 
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NEW APPROACHES 





Current Needs... 


Effective Health Department 
Uses Community Resources 


Observing that health officers gen- 
erally consider the community or 
the political subdivision they serve 
as their patient, Dr. Ellis D. Sox, 
director of public health for the city 
and county of San _ Francisco, 
touched briefly on current adminis- 
trative needs. 

Most important, said Sox, we 
must remove from our thinking the 
effects of ‘ancestor worship” and 
make administration a moving and 
changing force toward the solution 
of public health problems of every 


community, every State, and the 
Nation. 
Motivation of the patient—the 


community, that is—to accept rec- 
ommended treatment and the ability 
of the health officer as administra- 
tor to use all necessary resources in 
the most effective and efficient man- 
ner possible are two other impor- 
tant factors, according to Sox. He 
believes that the health officer must 
use more and more of the skills cur- 
rently used by private industry and 
business in order to make his official 
activities effective. 

In creating recognition among the 
public of needs for corrective action, 
the health officer must adopt the 
techniques of modern communica- 
tions, he advised. To achieve recog 
nition and correction of such public 
health problems as poor mental 
health, alcoholism, and suicides, he 
must use also the information and 
know-how available from specialists 
in sociology, cultural anthropology, 
and economics. 

Sox advocated the substitution of 
an authoritative approach for an 
authoritarian approach “so that the 
health officer may more effectively 
cooperate with law enforcement 
agencies, traffic enforcement agen- 
cies, urban renewal agencies, 
planning commissions, and reha- 
bilitation and employment services.” 
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This approach is not strictly that 
of the scientist, unless it be the 
social scientist, he said. 


Conflict of Interests 
Demands New Approach 


Unlike the communicable diseases, 
many modern public health problems 
raise a conflict between protection 
of the public health on the one hand 
and the uses of modern technology 
on the other, or, what is even more 
complex, a conflict among various 
public health interests, according to 
Frank M. Stead, chief of the division 
of environmental sanitation, Cali- 
fornia State Department of Public 
Health. 

In the first category he listed medi- 
eal, research, and industrial uses 
of nuclear energy; insecticides “so 
powerful that a few ounces are capa- 
ble of killing all the insects in an 
acre of land’; and air pollution, 
particularly smog, the byproduct of 
petroleum when it is burned as fuel. 

As an example of the second type 
Stead mentioned the various uses 
of water. “Outdoor recreation on 
water is a public health asset,’ he 
observed, “‘yet at the same time rec- 
reational use of water supply res- 
ervoirs runs counter to the classical 
principle of giving the highest possi- 
ble protection to domestic water sup- 
Reclamation of sewage to con- 
serve both water and organic ma- 
terial could greatly reduce the pollu- 
tional load on streams and salt water 
recreational areas, but the re-use of 
such water and organic material car- 
ries with it public health risks. .. .” 

Modern hazards cannot always be 
attacked as unmixed evils, Stead em- 
phasized. 

The solution lies in the highest 
possible degree of reconciliation of 
opposing interests, if they are valu- 
able to society, asserted Stead. 

It has been a reasonable policy to 
of communicable 


plies. 


seek eradication 


diseases, such as smallpox, plague, 
typhoid fever, malaria, and syphilis. 
But the practical value of radiation, 
insecticides, or materials causing 
atmospheric pollution is such that 
it is not wise to seek complete eradi- 
‘ation of these hazards if that were 
possible. The end to be sought, he 
said, is control, rather than absolute 
protection. Asa result, public health 
agencies today are deeply engaged 
in complex evaluation and planning. 


Population Increases, Shifts 
Dictate New Activities 


Implications of population changes, 
such as the increase in the oldest 
and youngest age groups, the geo- 
graphic irregularity of the increases, 
and the rural-urban shifts, were dis- 
cussed by Dr. John J. Hanlon, direc- 
tor of public health services of the 
city of Philadelphia and chairman 
of the department of preventive 
medicine and public health, Temple 
University School of Medicine. 

These changes, he said, have 
occurred “with dramatic suddenness 
and with all the subtlety of a sledge 
hammer.” Hanlon mentioned as 
outstanding for public bealth con- 
sideration the following items, none 
of them new, he said, but all deserv- 
ing emphasis. * 

e The vast swarm of 
appearing reevaluation, 
revamping, and extension of a num- 
ber of activities, such as the well- 
child clinics and school health edu- 


children 


demands 


cation. 

e The growing number and pro- 
portion of individuals of advanced 
age dictates a change in thoughts 
and activities and development of 
truly fruitful services and facilities 
for this group. Above all, it is neces- 
sary to discard the idea that senility, 
infirmity, and incapacitation are 
synonymous with aging. 

e The shrinking size of the middle 
age groups, the productive 
social component, and the growing 
disparity between men and women 
life specific, 


most 


in length of suggest 
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concerted attention to the wage- 
earning mele. 

All of these and other problems, 
Hanlon asserted, emphasize the need 
for serious effort to improve the 
quantity, quality, and distribution 
of personnel and facilities required 
to serve these needs. 

For public health and medical 
training, Hanlon suggested that the 
cost of schools be shared through 
support not only by the Federal and 
State governments but also more and 
more by industry. He believes such 
sharing is fully justified, first, be- 
cause the schools actually serve re- 
gional, national, and, indeed, inter- 
national interests; second, because 
of the increased range of movement 
of the population ; and third, because 
the schools serve what is now essen- 
tially an industrial culture. 

With these and other factors in 
mind, Philadelphia is currently ex- 
perimenting with standards and 
formulas for more exactly determin- 
ing and measuring needs and priori- 


ties, Hanlon reported. 


Community Organization, 
Key to Health Progress 


Effective community organization 
is a key to progress in community 
health, according to views expressed 
by Sewall Milliken, department of 
public health, Yale University. 

Starting with the premise that the 
“most crucial problem today is the 
ever-widening cultural lag between 
scientific health knowledge and the 
this knowledge by 
Milliken emphasized 


application of 
communities,” 


community organization as a cor- 
rective method. 
The three main ingredients in 


community health progress are re- 
search, education, and service, he 
said, explaining that keeping these 
three properly related is the job of 
community organization. 

Milliken pointed out further that 
community health groups are usually 
coordinated by one or more profes- 
sional health groups or voluntary or 
official agencies who have initiative. 
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As examples of sound community 
organization, Milliken mentioned the 
Cincinnati Health Federation, the 
Cleveland Health Council, and the 
Metropolitan Health Council of 
Columbus, three of the oldest com- 
munity health councils. Such coun- 
cils provide the setting and the 
opportunity for professional groups, 
voluntary and official agencies, and 
hospitals and other institutions to 
participate in cooperative health 
evaluation and planning, he said. 

There is great need, according to 


“Milliken, to inject this health coun- 


cil experience into curriculums and 
training courses to prepare individ- 
uals for specialized executive, ad- 
ministrative, and educational work. 

Too often in the past, health pro- 
grams have been established on the 
basis of personal opinion or hasty 
observation, he noted. In too many 
communities no money is set aside 
for fact finding and for systematic 
evaluation of future needs and de- 
velopments. 

Milliken believes that communities 
must devote time and money to fact 
finding and to studies of health needs 
and resources. The many demogra- 
phic changes alone necessitate such 
action, he contended. 


States and Localities 
Lag in Research 


State and local health departments 
are not contributing adequately to 
progress in public health through 
research, contended Dr. Albert V. 
Hardy, director of the bureau of lab- 
oratories, Florida State Board of 
Health. 

Few State or local health depart- 
ments are approaching today’s needs 
in the spirit of investigation that 
brought success in the control of 
communicable diseases, he said. In 
contrast to the activities of those 
concerned with the individual pa- 
tient, Hardy observed little vigor in 
public health research by State and 
local health departments, which are 
experienced in the study of popu- 
lations and which have ready access 


to communities. The result is a lack 
of adequate evidence to develop a 
distinctive public health approach te 
modern conditions. 

Hardy pointed out that the Fed- 
eral Government supports public 
health research through grants ad- 
ministered by the Public Health 
Service. 

“Public health workers, 
tomed to categorical grants and un- 
familiar with the exacting methods 
prescribed by law for the review of 
research grant requests, have been 
slow to seek supplementary support 


accus- 


from this source,” he said. 

To substantiate this statement, he 
gave the following figures: In the 
years 1951-56, of 15,342 research 
grants totaling almost $162 million 
only 66 (0.6 percent) amounting to 
about $114 million (0.8 percent) 
went to State and local heaith depart- 
ments. . 

This lack of participation was the 
result, not of a low aproval rate, but 
of a low request rate, Hardy main- 
tained. 

Research in the new fields of public 
health needs to be accepted on the 
Same terms as epidemiological in- 
vestigation of communicable diseases, 
he declared. 

Hardy noted that the Association 
of State and Territorial Health Of- 
ficers recommended in 1955 that 
health departments assign responsi- 
bility for research planning to a per- 
son or a committee. 

Florida, he reported, has desig- 
nated a State coordinator of research 
and plans establishment of divisions 
of research and program develop 
ment in a number of local health 
departments. The first is in the Dade 
County Health Department. 


Social Scientist Itemizes 
Felt Health Needs 


Health needs recognized by the 
public were identified and described 
by Donald G. Hay, a social science 
analyst of the U. S. Department of 
Agriculture. 

Public awareness of existing local 
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health services, he observed, is rooted 
in their involvement in such services. 

From the results of several public 
opinion surveys, most of them con- 
ducted in rural areas by land grant 
colleges or the U. S. Department of 
Agriculture, Hay listed the follow- 
ing as needs recognized by the public 
(see table also) : 

e Additional health care personnel 
and facilities, particularly physi- 
cians. 

e More effective organization of 
health care resources: better spatial 
distribution of services, willingness 
of physicians to make house or night 
calls, expansion of home nursing 
services, reduction in waiting time in 
the physician’s office, and more effec- 
tive communication between physi- 
cian and patient. 

e Improved environmental health. 

e Greater emphasis on preventive 
health care. 

e Further development of volun- 
tary health insurance. 

With regard to health insurance, 
the studies revealed a felt need for 
more consumer education on both 
“the financial protection available 


and how such a financing mecha- 
nism serves to make the rapid ad- 
vances of health care available to 
Hay said. 

From similar studies, Hay re- 
ported the following observations 
concerning the public’s knowledge of 
existing public health services: 

e About three-fourths or more of 
the households know about their 
local health department. 

e From one-twentieth to one-third 
do not know of any services provided 
by their local health department. 

e The services most frequently re- 
ported as “important” are vaccina- 
tion and immunization, chest X-rays, 


people,” 


sanitation services, and maternal 
and child health services. 
e Usually more people indicate 


that they have used services avail- 
able in local health departments than 
report having used the department. 
“Improved two-way communica- 
tion between the public and the 
health agencies and continuing 
efforts to step up active participation 
by the people in planning and de- 
veloping programs,” were Hay’s 
concluding recommendations. 


Suggests Functional Study 
For Nurse Recruitment 


Study of functions and services is 
one approach to the recruitment 
problem in the Philadelphia Depart- 
ment of Public Health’s division of 
public health nursing, according to 
Madelyn N. Hall, director of the di- 
vision. 

Believing that application of all 
available scientific knowledge to the 
problem might produce’ solutions, 
Hall emphasized the need to do more 
than look for “as many seeds as one 
can find.’ The kind of seeds, the 
fertility and nourishment of the soil, 
and the planting methods will deter- 
mine the recruitment yield, she said. 

Characteristic functions of the 
public health nurse include health 
teaching, health counseling, epidem- 
iological investigation, and interdis- 
ciplinary planning, as well as the 
practice of nursing techniques. 

Time and activity studies, 
reported, revealed that this 
definition of function was 
being applied only to a limited ex- 
tent. 


Hall 
aci- 


demic 


As a result of the studies, a 


Summary of health care needs recognized by the public * 


| 
| 
| 





Percent of households expressing need for 


Number 


of house- 


Survey area and date holds | | More | Improved More 
reporting | More More hospitals environ- preven- Other 
|physicians| dentists | or clinics mental tive care needs 
: | health services 
| | 
ia caeidaabaneaesads saernemeen emeemees Yaumuen Sedhanceislaciibaeed ae Sees _— 
Rural | 
Six nonmetropolitan counties, | 
_ New York, 1949-51 1, 490 41 20 44 217 216 2 
lwo Piedmont counties, North 
Carolina, 1956__- : 611 | 60 31 (3) 10 2 5 
Perry County, Ark., 1955 1, 352 | 93 | 86 25 16 | 2 3 
Rural county, Kentucky, 1948___| 122 | 88 | 3) 2 10 | i) 9 
Rural areas, Michigan, 1948 319 59 | (3) (3) 6 | 2 (3) 
Rural areas, Washington, 1947 __ 595 | 55 | 13 54 | (3) (3) (3 
| | 
Urban 
\lecklenburg County, N. C., | 
Ae See 500 | 53 36 77 () (3) (3 
‘ucas County, Ohio, 1951____-~__| 590 | 30 (3) (3) (3) 3 12 
rban areas, Michigan, 1948____| 296 | 52 (3) (3) 6 | 2 (3 
| | 
! Based on results of surveys by various groups. 
2 1,478 households reporting. 
3 Not ascertained. 
Vol. 73, No. 3, March 1958 219 








PHR 


APHA 


Conference Report 





number of questions had to be an- 
swered and a number of steps had to 
be taken. 

The first question concerned serv- 
ice: What are the service respon- 
sibilities of the official agency and 
what are those of the voluntary 
agency ? 

Hall termed the traditional view 
of these responsibilities provincial. 
Responsibilities have been defined on 
the basis of the source of income 
rather than on the basis of the in- 
divisibility of public health practice, 
she maintained. Responsibilities 
have been agreed upon to prevent du- 
plication of service rather than to 
provide an integrated service. 

As an illustration of how it should 
be, she cited Philadelphia’s approach 
to the impending onslaught of Asian 
influenza. Representatives of six 
voluntary and official agencies and 
two professional organizations de- 
veloped a plan of coverage for the 
city, she said. All nursing resources 
are pooled, and supervision is pro- 
vided by qualified personnel of any 
one of the participating agencies. 

Integration of services, however, is 
not the complete answer, she ob- 
served, listing the following addi- 
tional questions: What services 
should be provided? How complete 
a population coverage can one ex- 
pect? How do we deal with the 
major types of changes which are 
going on in the modern world? 

Barriers to answering these ques- 
tions include mandates from public 
officials who control the purse 
strings, vocal community pressures 
and lack of agreement by medical 
personnel immersed in their own 
specialties. 

Hall considers the factor of serv- 
ices crucial. How can one know 
what staff to look for if one is not 
certain of the kinds and extent of 
services? she asked. 

However, with only partial know- 
ledge of these matters, perhaps the 
problem can be tackled from the 
standpoint of characteristic func- 
tions, she suggested. She mentioned 
improvements in training of public 
health nurses realized through this 
approach. 
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Disability Pension Called 
Obstacle to Rehabilitation 


The pension, when its continuation 
is dependent on proof of disability, 
is a primary obstacle to rehabilita- 
tion, asserted Dr. Dean W. Roberts, 
executive director, National Society 
for Crippled Children and Adults. 

The worker who incurs a severe 
disability has had an experience that 
may shake his confidence in him- 
self and in the world in which he 
lives, Roberts explained. He faces 
the alternative of fighting a difficult 
and at times discouraging battle to 
overcome his disability and regain 
independence or of withdrawing into 
the protection of dependency with its 
shattering effect on human person- 
ality and dignity. 

“Some argue,” he continued, “that 
the disability pension provides a 
secure economic base from which the 
disabled person can work toward re- 
habilitation. Others, however, and 


many experts in rehabilitation 
among them, hold that as long as a 
man’s bread-and-butter income 
hinges on his maintaining préof that 
he is totally disabled, onty the rare 
individual will ... turn his back 
on the small but secure pension and 
fight for economic independence in 


a competitive society.” 


School Health . . 


How Health Teaching Gains 
Status and Support 


Health teaching often lacks status 
and public support, although no 
other area of the school curriculum, 
except American history and citi- 
zenship, has received more legisla- 
tive backing, asserted Dr. Bernice 
R. Moss. 

Moss, public health adviser, Pro- 
gram Development Branch, Division 


Considering the current status of 
rehabilitation efforts, Roberts ob- 
served that rehabilitation techniques 
are being applied relatively effec- 
tively to children and to adults with 
a vocational objective, but not to the 
severely disabled who have no yoca- 
tional objective. The aged disabled 
in particular are being neglected, 
he said. 

Roberts considers this situation a 
direct reflection of State and Federal 
laws, which in turn reflect the at- 
titudes of the public. 

The severely handicapped who are 
beyond the reach of substantial re- 
habilitation could achieve a large 
degree of self-care if the proper serv- 
ices were available, he argued. Such 
a program would be justified not only 
from a humanitarian standpoint but 
also because it would reduce the 
large burden of custodial care and 
would free professional personnel 
now tied down with such care. 

The time has come, he declared, 
when the philosophy and practice of 
rehabilitation must be applied by 
all physicians and in all hospitals 
and nursing homes rather than by 
a few specialists working in a few 
centers. 

Additional areas for improving re- 
habilitation work are motivation of 
the patient and coordination of serv- 
ices, according to Roberts. 


of General Health Services, Public 
Health Service, pointed out that 
laws in many States require the 
teaching of hygiene, sanitation, dis- 
ease control, and the effects of alco- 
hol and narcotics. 
Within the 
health teaching is often a stepchild; 
it lacks the academic tradition of 
other subjects and is often confused 
with physical education, first aid, 
family life 


school, however, 


driver training, or 
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courses. Perhaps health education 
lost some of its academic status 
when the term replaced the older 
ones, hygiene and physiology, stated 
Moss. 

She outlined how health teaching 
can gain status and public support 
to become a potent force, enriching 
the lives of children and improving 
the community. 

Health education flourishes in 
schools where an administrator, 
convinced that it is essential to the 
curriculum, provides for academic 
credit, classrooms, teaching mate- 
rials, and above all, a_ trained 
teacher. 

Ultimately the worth of health 
teaching in both elementary and sec- 
ondary schools rests with the 
trained teacher, Moss stated. 

Ideally, the elementary teacher is 
a generalist who includes health ed- 
ucation in her total teaching assign- 
ment, who is aware of children’s 
health needs and interests, and who 
motivates behavior in accordance 
with acceptable biological and social 
patterns. 

The secondary school’ teacher 
treats health education as an ap- 
plied science. She draws from the 
physical, biological, and _ social 
sciences the concepts important to 
human survival, development, and 
adjustment. Not just anyone can 
teach health, Moss declared. Skill 
in instilling these concepts in ado- 
lescents demands training and in- 
sight. ; 

Where administrative support is 
coupled with -teaching competence, 
health education achieves status in 
the students’ minds and through 
them, in the community. The youth 
whose behavior is improved, whose 
intellectual curiosity is aroused, 
pleases his parents. He is the best 
argument for health teaching, and 
he builds understanding and sup- 
port for it. 


Community Interest 


Where schools do little health 
teaching, someone or some group 
may bring about a change. The 
parent-teacher association, the 
county medical  society’s school 
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health committee, the community 
health or welfare council, or some 
influential citizen can request in- 
formation about health teaching 
from the school superintendent or 
principal. Interest in improving 
health teaching and the willingness 
of a community group to work with 
the schools can lead to constructive 
changes. 

The public school curriculum is 
responsive to the will of the people, 
stated Moss. But care must be 
taken to emphasize the broad health 
needs of the child and the commu- 
nity. Piecemeal education can result 
from a group’s pressure tactics or 
insistence that a particular topic 
be added to the curriculum. 

People must understand that no 
magic formula will protect life and 
promote health, Moss asserted. The 
health concepts and behavior of a 
people grow from their culture, and 
children reflect their parents’ atti- 
tudes and beliefs. With enlightened 


public support teaching can _ be 
changed. Status will accrue to 


health education as it proves itself 
in the lives of children and the im- 
proved health of the community. 


Mental Health Programs 
In Schools Evaluated 


Mental health programs in the ele- 
mentary and secondary schools ur- 
gently need an appraisal of their 
results, clarification of the anxiety 
factor in growth and motivation, and 
closer cooperation between behav- 
ioral science specialists and teachers, 
according to Dr. John I. Nurnberger, 
chairman, department of psychiatry, 
and director, Institute of Psychiatric 


Research, Indiana University Med- 
ical Center. He ascertained these 
needs by scrutinizing current prac- 
tices in educational mental hygiene. 


Appraisal Needed 


Merely stating that the mentally 
healthy student is an educational 
goal is not enough. A skeptical ap- 
praisal of present practices to test 
their basic hypotheses is needed, 
Nurnberger stated. He questioned 
whether students participating in 
group discussions, counseling expe- 
riences, and other mental health ac- 
tivities really become more stable, 
creative, productive, and conscien- 
tious persons. 

After 15 years’ emphasis on chil- 
dren’s social, cultural, and emotional 
needs, is today’s youth more anxiety- 
free and emotionally stable? Why 
has there been no substantial de- 
crease in the incidence of juvenile 
and young adult social deviants? 
Nurnberger questioned. 

He pointed out that the informa- 
tion for assaying the mental health 
of any segment of the school popu- 
lation has not yet been collected and 
that such information may amplify 
and correct present mental health 
criteria. School mental health 
projects as reviewed in 1951 by the 
Committee on Preventive Psychiatry 
of the Group for the Advancement of 
Psychiatry have, as a common goal, 
improvement of the child’s emotional 
maturation to enable him to function 
effectively. 

The teacher's attitude is vitally im- 
portant in this process. She must be 
tolerant and permissive so that the 
student can readily accept and appre- 
ciate behavior and its determinants 
in himself and his peers. The 
teacher-pupil relationship should de- 


Bold Approach 


If we continue merely the routine activities of the past, the health 


officer will be merely a cog in an essential but undistinguished admin- 


istrative machine; only with a bold approach to meet the new demands 
of the time shall we earn the sense of real achievement which comes to 


the pioneer.—C.-E, A. WINsLow. 
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velop a more tolerant superego, ac- 
cording to the committee report. 

The more tolerant the superego 
becomes, it is asserted, the more in- 
sight into motivational factors is 
developed, and the greater the result- 
ant relief from anxiety. Thus the 
student ego will be strengthened, it 
is reasoned, and the child should 
enjoy a greater degree of adapt- 
ability. 

But Nurnberger questioned wheth- 
er maximal freedom from anxiety is 
necessary and desirable for student 
maturation, and whether the student 
so prepared actually becomes stable, 
productive, or socially responsible. 

If the answer to these questions 
is yes, it then follows, Nurnberger 
maintained, that emotional matura- 
tion and ambitious aspirations pros- 
per without anxiety. He questioned 
the proposition that personal stand- 
ards of behavior should be leveled to 
bring a student closer to his peers. 

He also asked whether such level- 
ing of standards was worth while if 
its aim was to alleviate anxiety. 

American culture may have de- 
veloped as aggressively and produc- 
tively as it has partly because re- 
strictive behavior standards forced 
people to sublimate their sexual, ag- 
gressive, and hostile urges, Nurn- 
berger stated. 

Observing a great difference be- 
tween applying knowledge toward 
the better understanding of others 
and applying the same knowledge 
toward control or complacent ac- 
ceptance of self, Nurnberger ques- 
tioned school mental hygiene pro- 
grams which casually substitute 
common custom for more exacting 
models of individual behavior. 


Teacher’s Function 

Nurnberger discussed other issues, 
centering on the teacher, in school 
mental health. The ideal teacher is 
an emotionally mature, secure per- 
son who can provide understanding 
while still representing the real de- 
mands of social and personal be- 
havior. The teacher in today’s 
society finds it hard to maintain self- 
esteem and pride in her work, he 
pointed out. 
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The behavioral science specialists’ 
responsibility is not only to work 
closely and consistently with student 
teachers but to support those en- 
gaged in prophylactic group instruc- 
tion, Nurnberger urged. 

Where recognized neurotic or de- 
viant interactions between teacher 
and student may develop, the social 
scientists are yet woefully ineffec- 
tual, he declared. 

Only by cooperative éffort can the 
highly complicated discriminations 
that determine success or failure in 
school mental health programs be 
delineated. Critical followup ap- 
praisal of student adjustments to life 
may develop a better understanding 
of what mental health really is and 
how to attain it, Nurnberger pre- 
dicted. 


Psychiatric Services 
Placed in Schools 


Social work in schools thrives best 
when the psychiatric clinic is within 
the school, observed Dr. Oscar B. 
Markey, chief of psychiatry, Mount 
Sinai Hospital, and consulting psy- 
chiatrist in the public schools, Cleve- 
land, Ohio. 

This conclusion derives from the 
basic importance of the group sap- 
proach to correction of maladjust- 
ment, and from the fact that the 
school offers the most important 
proving ground for the growth of 
personality after the pattern has 
been established in the child’s home. 
Markey also felt that with a clinic in 
the school it is easier to stimulate a 
psychiatric attitude among teachers 
through workshops, case demonstra- 
tions, and treatment. 

The responsibility of schools for 
the emotional and social education of 
the child is inescapable, he said, since 
emotional history is frequently asso- 
ciated with academic progress or 
failure, whether as a consequence of 
normal growth or morbid reactions. 
The academic experience itself is 
emotional 


productive of certain 


conflicts. 


Markey suggested that  profes- 
sional school facilities should inten- 
sify their psychological, medical, 
audiovisual, and guidance services. 
He also suggested that if the psychi- 
atric clinic cannot be located within 
the school, psychiatry and its allied 
disciplines should serve _ schools 
through community facilities or 
by means of psychiatric consultation. 

Whatever efforts are undertaken, 
Markey concluded, the principal of 
the school remains the key figure, 
and the teacher is of first importance 
in the direct application of these 
efforts. 


Voluntary Organizations 
Aid School Health 


“Today’s broadly conceived school 
health program cannot be, isolated 
within the walls of the school and 
apart from the child’s family and 
community life,” asserted Dr. Ralph 
H. Boatman, director of health edu- 
cation, Tuberculosis Institute of 
Chicago and Cook County, III. 

These walls are more. easily 
breached, Boatman said, if the re- 
sources of voluntary organizations 
which are willing to provide staff 
time and funds to increase child 
health are properly utilized. 

Boatman singled out the contribu- 
tions of the National Congress of 
*arents and Teachers, and their local 
PTA units, to child health. They 
have sought, in cooperation with 
other voluntary organizations and 
government agencies, to make child 
health a family matter. They have 
recommended that school health 
activities be a continuation of ear- 
lier, familial experiences. If their 
suggestions are accepted, Boatman 
said, family physicians, parents, and 
teachers will plan sound health meas- 
ures for the home, school, and com- 
munity as a unit. 

Efforts of the PTA in the past, 
Boatman pointed out, have resulted 
in improved health 
through fluoridation of water, safety 
measures, and tuberculosis surveys. 


community 
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Despite the PTA’s willingness to co- 
operate on matters concerning child 
health, many school administrators 
and teachers have failed to appreci- 
ate the value of this resource, Boat- 
man said. 

Boatman described several in- 
stances where voluntary organiza- 
tions, in cooperation with school and 
officials, have provided in- 
formation, professional knowledge, 
and skills to promote health. He 
also pointed out that these organ- 
izations have helped recruit health 
workers and have field 
training or observation centers for 
college and university students who 
are working on community health 


college 


served as 


problems. 

Voluntary organizations, he went 
on to say, have aided school health 
through research and the demonstra- 
tion of new ideas. The nurse’s af- 
filiation with public schools had its 
beginnings in a voluntary organiza- 
tion’s demonstration project, he said. 

Voluntary organizations have also 
contributed to school health, Boat- 
man added, by supporting desirable 
legislation, and by _ interpreting 
school programs, problems, and needs 
to the community. 


How Schools Can Help 
The Disturbed Child 


The school can help emotionally 
disturbed children in many ways, 
stated Dr. Harriett B. Randall, 
assistant medical director, Los An- 
geles City Board of Education. As 
essentials of school-provided help, 
she listed a healthful environment, 
intelligent intramural and _ extra- 
mural guidance, and stable teachers. 

A punishing, rejecting teacher can- 
not help a distressed pupil or may 
not even be aware of his emotional 
distress, Randall asserted. The 
teacher must be able to detect the 
emotionally disturbed among chil- 
dren who are noisy and aggressive, 
or isolated and too conforming, or 


defiant and destructive. She must 
also recognize normal personality 
variations. 
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A teacher uncertain about a 
child’s adjustment should have help 
from the school principal, parent, 
counselor, school nurse, doctor, and 
others skilled in child understand- 
ing, Randall stated. 


Remedies 

Once the disturbed child is recog- 
interview, a good 
psycho- 


nized, a parent 
physical examination, and 
metric tests are the first steps. These 
may indicate a remedy ranging from 
providing for a hot breakfast or 
lunch, a rest period, or new clothes, 
to obtaining glasses, a hearing aid, 
or treatment for anemia, petit mal, 
or parasites. 

Randall cited the case conference, 
where all those working with a child 
pool their information and plan how 
the school can help him, as a pro- 
ductive technique. 

The conference covers the child’s 
school and health records; reports 
from the school nurse or doctor of 
examination findings, home visits, 
hospital and clinical findings, parent 
conferences, and classroom visits; 
from the counselor’s psychological 
case study and psychometric tests; 
from the child welfare and attend- 
ance supervisor of home calls; from 
the teacher of observations and test 
results; and reports from the guid- 
ance clinic and school principal. 

Arrangements to help the child 
adjust, Randall suggested, may be a 
short school day, remedial classes, a 
social adjustment transfer to give 
him a new start with new people, an 
appropriate transfer of a _ limited 
child to a school for the mentally 
retarded or for those with severe 
physical defects, or a short exclusion 
from school. However, all children 
‘annot be helped in school; other 
pupils cannot be deprived because 
of extraordinary effort to aid the un- 
adjusted child. 


Study of Referrals 


Randall discussed other procedures 
the Los Angeles school system uses. 
A difficult or urgent decision about a 
pupil is often referred by the local 
school to the health branch’s central 
administrative office. Parents and 
teachers accept a central office deci- 


sion more readily, and often the 
examiner is better prepared to aid 
the pupil. 

A study reported by Randall of a 
random sample of 50 such special 
referrals during the past 5 years 
to the central office that 30 
of the students were boys and 20 
were girls, and that their age spread 
Fewest re- 


show 


was from 5 to 16 years. 
ferrals were of 5-, 6-, and S-year-olds 
(2 each), and the greatest were of 
13-year-olds (8 referrals compared 
with 3 for 12-year-olds and 4 for 14- 
year-olds). 

Only 19 children had parents cur- 
rently living together; 17 lived with 
mothers; 2 with fathers; 1 with 
mother and stepfather; 1 in a foster 
home; 1 with mother, father un- 
known; and 1 with mother, father in 


a mental hospital. No data were 
available on the parents of eight 


children. 

Thirty-three had marked or severe 
emotional instability; eight showed 
severe behavior disorders; and the 
others were psychotic or showed 
marked anxiety, apathy, or school 
phobia. 

The study revealed that the most 
referrals were for aggressive be- 
havior (20 boys, 8 girls); 8 (6 girls, 
2 boys) were for withdrawal charac- 
teristics; and 14 for other types of 
behavior. 

Exclusion from school for varying 
lengths of time was recommended for 
36 of the children; 14 returned to 
school part time or on trial, but only 
1 of them adjusted satisfactorily in 
the referring school. 


Guidance Clinic 

Randall described the school guid- 
ance clinic as another means of help- 
ing children. Los Angeles schools 
and the parent-teacher association 
jointly maintain a school guidance 
center and three branch clinics, 
headed by a chief psychiatrist and 
staffed with child psychiatrists, psy- 
chiatric social workers, and clinical 
psychologists. 

The clinics treat children with 
school adjustment difficulties and of- 
fer diagnostic services and brief ther- 


apy. They work closely with the re- 
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ferral school as well as with the 
educational staff through inservice 
training. The guidance clinics are 
valuable in helping children to ad- 
just, Randall stated. 

Throughout the school system are 
people who help children with emo- 
tional problems. To assist a child, 
all staff members have a _ responsi- 
bility to work as a team, without re- 
duplication and lost effort. Prompt, 
efficient work will detect abnormal 
behavior early. Frequently aid is 
available within the school system, 
Randall declared. 


Research Needed To End 
School Predicament 


Research to determine what is 
presently being accomplished is 
school health’s foremost need, de- 
clared Dr. Leona Baumgartner, com- 
missioner of health, New York City 
Department of Health. 

After recalling the history of 
APHA’s school health section, she 
turned to future prospects in this 
field of service. 

School health faces a peculiar pre- 
dicament, according to Baumgartner. 
By 1975, the 5- to 17-year-olds will 
number 57 million, almost double the 
1950 figure, if levels of fertility re- 
main constant. Present shortages of 
all kinds of health personnel will be 
enormously magnified in the future. 
And there is now no real information 
as to what school health services 
actually accomplish. 

These factors will make it ever 
more difficult to attract funds and 
workers, Baumgartner pointed out. 
Cost figures are difficult to determine, 
but more than $58 million has been 
spent by schools in 40 States. School 
health personnel should be able to 
advise how to spend this sum, she 
said. 

Research Needed 

saumgartner proposed greatly ex- 
panded research which can stand up 
to rigid scientific standards. This 
would include basie research on chil- 
dren’s growth and development; 
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clinical research on the prevention 
of disease and disability and on early 
diagnosis and treatment for those 
afflicted ; and broad scale, operational 
research of existing school health 
services. 

She posed these questions: Are 
current methods in health education 
producing generations who live more 
healthfully than those in the past? 
What makes young people and their 
parents seek health? 

What is the classroom’s social and 
emotional climate? Can it be meas- 
ured? Has it been examined closely 
eneugh? 

Are medical and paramedical peo- 
ple finding and correcting a larger 
proportion of defects than 10 years 
ago? If so, have school health or 
other community health forces done 
this, and how has it been accom- 
plished? Are there figures to com- 
pare one community’s results with 
another’s? 

What type of studies of school ac- 
tivities has been most productive? 
What criteria have been developed to 


Food and Diet . 


Immune Milk May Give 
Protection to Humans 


Human beings can acquire con- 
siderable passive immunity to dis- 
ease by drinking milk from cows 
whose mammary glands have been 
stimulated to secrete specific anti- 
bodies. 

Dr. Berry Campbell, associate pro- 
fessor of anatomy, and Dr. William 
E. Petersen, professor of dairy sci- 
ence, University of Minnesota, have 
demonstrated that adult humans can 
absorb a low percentage of anti- 
bodies from milk of very high titer. 

Earlier experimenters failed to 
show that antibodies could be ab- 
sorbed from milk because they had 
used milk of low titer and expected a 
high percentage of absorption, Camp- 
bell and Petersen said. 


test the effectiveness of school health 
programs? Are research workers 
being trained to do this job? 


Cites Critique 

Baumgartner cited a critique of 
school health services which ana- 
lyzes past studies and suggests fu- 
ture investigations (School Health 
Services : A Selective Review of Eval- 
uative Studies, by Bronson Price, 
Children’s Bureau Document No. 362, 
January 1958). 

She urged academic leaders, prac- 
titioners, and those who finance 
school health to give research top 
priority in the next decade. 

School health personnel need to 
know if effort and scarce professional 
talent are being wasted. They can 
then abandon unfruitful procedures 
for practices which demonstrably im- 
prove the physical, social, and emo- 
tional health of school children. 

“We dare not go on as We are 
now—asking for more and more of 
the same kind of service,” Baumgart- 
ner declared. 


The remarkable ability of the cow’s 
udder to produce antibodies was util- 
ized to obtain immune milk. Vac- 
cine injected directly into the teat 
‘anal, rather than intramuscularly 
or subcutaneously, resulted in milk 
with the highest antibody content. 

Milk, like blood serum, contains 
a globulin fraction rich in specific 
antibodies. The mammary gland, 
with its large amount of lymphoid 
tissue, secretes milk’s immune globu- 
lins. The spectrum of immunity in 
the milk corresponds to the cow’s im- 
munological history and serves as 
the early immunizing agent for the 
calf. 

Immune milk is not a new subject, 
Campbell and Petersen pointed out. 
Sixty years ago Paul Ehrlich ana- 
lyzed the transmission of protective 
antibodies through milk; his asso- 
ciate, Emil von Behring, believed that 
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immune milk could control human 
tuberculosis. 

In the last 20 years it has been 
shown that milk antibodies are simi- 
lar, if not identical, to serum anti- 
bodies. The authors demonstrated 
in 1950 that antibodies of colostrum 
and milk were manufactured in the 
mammary gland. This finding led 
them to try direct immunization of 
the gland to produce milk high 
enough in titer to be absorbed by 
human beings. 


Absorption 


Absorption of antibodies from im- 
mune milk was observed in both ani- 
mals and human beings. Mice, tested 
for the milk globulin’s protection 
against Salmonella pullorum infec- 
tion, showed approximately 10 per- 
cent y of absorption. Five 
qgmilligrams by mouth equaled the 
protection of 500 micrograms given 
subcutaneously. 

For this test, globulins were iso- 
lated from the milk of cows specifi- 
cally immunized with this organism. 
Protective properties were quanti- 
tated by administration to experi- 
mentally infected mice. The pro- 
longed life of the experimental 
animals over that of the controls 
indicated effective passive immunity. 
Fifty micrograms of immune globu- 
lins per mouse provided protection 
infection, 
and 5-microgram doses gave percep- 
tible protection. 

In human beings the authors also 
observed an uptake of immunity. 
For example, a man drank a liter of 
milk per day from a cow immunized 
with polyvalent streptococcus type A 
vaccine. The milk’s titer was 1: 1,000 
dilution in a plate agglutination test. 
In 5 days the man’s serum, previ- 
ously negative, showed agglutinating 
antibodies, which increased to a 
plateau of 1:56 by the 19th day. 

In other trials made with pollen 
antigens during the winter months, 
the skin tests of highly sensitive 
people changed from positive to neg- 
ative after they drank milk contain- 
ing blocking antibodies to ragweed 
pollinosis, 


efficiency 


in massive experimental 


Some were kept free of all symp- 
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IMMUNE MILK 


toms during the entire pollen season. 
In another 
received statistically significant pro- 


experiment, 36 people 
tection over their controls by drink- 
ing a pint of immunized, powdered 
milk per day. 
Implications 

Pending large-scale field trials of 
immune milk, the authors have an- 
ticipated some of the implications. 
milk should be 
recent 


immune 
and in 
found that multiple im- 


A useful 
polyvalent, experi- 
ments they 
munization of 
One antigen did not interfere with 
another in milk from immu- 
nized with 21 strains of human en- 
teric pathogens of Salmonella, Shi- 
gella, and Studies 
using a single packet of 11 antigens 
of bovine diseases had similar re- 
sults. High titers to each species 
were obtained. 

Injecting udders with antigens 
did not lower milk production in 
regular, high-grade commercial 
herds already immunized. Immu- 
nizing cows would, however, increase 
production costs. The manipulation 
involved requires a skill equal to the 
technique of artificial insemination, 
according to the authors. 

They found that the temperatures 
necessary for pasteurization and for 
preparing powdered milk interfered 
little with antibody activity despite 
the heat lability of milk globulins. 
The heat needed to process canned 
milk, however, caused problems. 
Milk specifically immunized does not 
differ in taste, consistency, or chemi- 
eal composition from ordinary milk. 

Immune milk may lead to reevalu- 
ating the protein fraction of this 
food, they said. Breeding of cows 
and marketing and grading of milk 
have long concentrated on butterfat 
content and disregarded other con- 
stituents. The protein fraction will 
acquire a new importance if milk is 
used for protection against disease. 


cows was possible. 


cows 


Tscherichia. 


The potential of scientifically im- 
munized milk has many implications 
for public health, Campbell and 
Petersen explained. Nutrition gains 
a new dimension beyond its present 
goal of maintaining energy balance 


and health. And understanding how 


their from 


disease through milkborne antibodies 


mammals protect young 
may yield new techniques to battle 


illness. 


Food Additives Pose 
Continuing Problems 


Chemicals and antibiotics in food 


today confront those administering 
food and drug laws with many prob 
Robert S. Roe, director of the 
Bureau of Biological and Physical 
Food Drug 


pointed 


lems. 
and Adminis 
out 

showed 


Sciences, 


tration, some current 
problems and 
legislation deals with them. 


In the last 15 years science and 


how present 


technology have created new organic 
compounds, new drugs, new manu 
facturing processes, and new pack 
aging. And the stabilizers, preserva 
tives, antioxidants, tenderizers, 
emulsifiers, 
flavorings, 
residues of fungicides, insecticides, 
defoliants, and herbicides that find 
their way into the food supply seem 


sweeteners, colors, 


growth promoters, and 


limitless, Roe declared. 

The Pesticide Amendment to the 
Food, Drug, and Cosmetic Act, 
passed 3 years ago, regulates one 
type of food additive. It provides 
for establishing safe tolerances for 
residues of pesticides in raw agri- 
cultural products. Administering the 
law has revealed many difficulties. 
But the statute is workable and has 
toler- 
stated 


resulted in several hundred 


ances on various products, 


Roe. 


Colors and Poisons 


Coal-tar color additives are 


g£ov- 


erned by special provisions of the 


law. The statute authorizes the 
listing of coal-tar colors that are 
harmless and suitable for use in 


food and for certification of batches 


of such colors. Under this provision 


18 colors were listed as harmless 
and suitable for use. 
However, the application of 


newer techniques in pharmacology 


and more complete information on 
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the chemistry of these dyes have 
caused 3 colors to be delisted in 
1956, and delisting procedures for 4 
others are under way. An amend- 
ment to the law, recently introduced 
in Congress, would relax the present 
harmlessness rule and replace it 
with authorization to establish safe 
tolerances for coal-tar colors. 

The Food, Drug, and Cosmetic Act 
also prohibits adding any poisonous 
or deleterious substance to food un- 
less the addition is required in pro- 
duction or cannot be avoided in 
good manufacturing practice. If 
the addition is necessary or un- 
avoidable, then safe tolerances may 
be established. 

But this provision fails on two 
counts to solve the problems of 
chemical additives, Roe said. First, 
the poisonous or deleterious  pro- 
clivities of many substances may 
not be known, and to prevent their 
use, the Government must be able 
to show aflirmatively that the addi- 
tive in question is poisonous. 

Second, some additives, while not 
necessary, May be desirable to im- 
prove nutritive values, preserve 
color or flavor, or serve purposes 
useful to the consumer. The law, 
however, permits no additive unless 
it is necessary. 

Misuse of antibiotics in treating 
animals may also affect food derived 
from these animals. For example, 
penicillin used to treat cows for 
mastitis has appeared in their milk. 
Even small amounts of penicillin 
may cause serious reactions in per- 
sons sensitive to the drug. Changes 
in the antibiotic regulations, rela- 
tive to certification of mastitis prep- 
arations, have been instituted to 
correct this. 

Antibiotics, when used as fond 
preservatives, are in the category of 
pesticides. While tolerances have 
been established for residues of some 
antibiotics used to treat raw poultry, 
we think that generally antibiotics 
have no place in food as consumed, 
said Roe. 

Antibiotics, estrogenic hormones, 
arsenicals, and other chemicals that 
affect growth or fattening when 
added to stock or poultry feed may 
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find their way into food. When used 
as growth-producing or fattening 
agents they are classified as drugs. 

Under the law a new drug cannot 
be distributed unless it is the subject 
of an effective new-drug application, 
submitted by the promoter along 
with adequate evidence of the sub- 
stance’s safety. The Food and Drug 
Administration has held that evi- 
dence of safety in drugs intended 
for animal use must intlude proof 
that there are no residues in food 
derived from the treated animals, 
Roe stated. 


Unsolved Problems 


The problems posed by chemical 
additives are of great public health 
significance. They are particularly 
complex because the question of 
safety usually does not involve acute 
toxicity, but the more subtle and dif- 
ficult-to-appraise chronic toxicity. 

Consideration of the use of addi- 
tives Roe said, involves such diffi- 
cult questions as: What is the effect 
of regularly consuming a quantity of 
a chemical over periods of years? 
Will relatively innocuous additives 
adversely affect a food’s nutritive 
values? What are the possibilities 
that mixtures of additives at safe 
levels will have a potentiating effect 
on toxicity? How can the chronic 
effect of ingesting additive residues 
be detected and measured in human 
beings? 


Method Will Measure 
Attitudes Toward Food 


Increasing a patient’s self-esteem 
and minimizing authoritarian con- 
trol over him can reduce maltnutri- 
tion associated with emotional dis- 
turbance, said Dr. Franklin C. 
Shontz, psychologist, Highland View 
Hospital, Cleveland, Ohio. 

When eating problems are the 
cause, or a contributing cause, of 
physical malfunction, treatment is 
especially difficult, from a psycho- 
logical point of view. But when un- 
healthy eating behavior is a super- 
imposition upon a disease unrelated 


to dietary insufficiencies, treatment 
is possible, he said. 

In this latter case, problems in eat- 
ing stem from an intense emotional 
reaction to being ill and hospitalized. 
Fear, hostility, and a sense of self- 
disintegration are not unlikely re- 
actions. In addition, Shontz ob- 
served, a patient may have a life- 
long history of borderline nutritional 
adjustment. ‘ 

The hospital setting, Shontz said, 
is particularly trying. For the hos- 
pitalized patient, there is not only 
the necessary physical loss to face, 
but there may be an even greater 
loss: the loss of privacy; the loss 
of self—the possible identification as 
being first and foremost a disease. 
The whole situation is only made 
more difficult by the fact that one 
no longer has his choice of what he 
is to eat; one no longer picks his din- 
ing partners; one no longer decides 
when and where he will eat. 

Under these conditions, the patient 
may adjust poorly to any dietary 
schedule. But up to now, Shontz 
said, there have been no means of 
measuring, no controlled research 
on, the adequacy or inadequacy of 
any specific regimen. 

To offset this situation, Shontz of- 
fered a method by which environ- 
mental influences on eating habits 
could be determined. 

First, he said, one must formulate 
a criterion of nutritional adjustment. 
This criterion should be able to meas- 
ure (a) the adequacy of the patient’s 
diet, (b) his attitudes toward food, 
(c) the manner in which food is 
served, and (d) the total hospital 
situation. The criterion would pro- 
vide, Shontz said, ‘an index of nutri- 
tional adjustment as well as a yard- 
stick by which changes in food ac- 
ceptance may be evaluated.” 

Second, patients should be allowed 
at least limited choice in what, when, 
and with whom they eat. At meal 
times, he cautioned, “they should 
be fed promptly and regularly, and 
by people they genuinely like.” 

Third, after the patient has been 
permitted a limited choice in these 
matters, the choices should be cur- 
tailed for a while one by one, and 
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then reinstated. Each change that 
is really important to the patient 
would be reflected in the measure- 
ments established by the criterion of 
nutritional adjustment. 

Experimentation along these lines, 
Shontz said, will result in better 
patient care and will increase our 
knowledge of the psychological fac- 
tors in eating. 


Dieting Is Inadequate 
For Obese People 


Reducing is not a cure for obesity, 
paradoxically Dr. Hilde 
Bruch, associate clinical professor 
of psychiatry, Columbia University. 
And she warned against efforts that 
treat only obesity and not the person. 

Reducing should follow upon im- 
provement in the obese person’s total 
“The ability to reduce,” 
she only a confirmation 
that such improvement taken 


asserted 


adjustment. 
said, “is 
has 
place.” 

We too often look upon overweight 
as a deviation from a norm, she said. 
Decrying this attitude, she observed 
that individual differences are far 
more important in obese people than 
statistical similarities. 

Bruch pointed out that there are 
many different types of obesity. 
Weight excess in some adolescents, 
for example, may simply be a func- 
tion of rapid growth and develop- 
ment, or it may be “normal” accord- 
ing to their constitutional makeup. 
For others, may be 
caused by physiological pathology 
or emotional maladjustment. 


overweight 


When obesity is a function of psy- 
chological maladjustment, it should 
be considered as symptomatic of 
some underlying disturbance and 
treated accordingly. But treatment, 
she said, should not be instituted on 
the basis of weight alone. 

Condemning social derogation of 
obesity, Bruch called for a reeduca- 
tion of the public which has humil- 
iated, rejected, and isolated the fat 
person. Untoward criticism of the 
obese person, solely because of his 
excess weight, may precipitate emo- 
tional disturbances which in turn 
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may lead to greater obesity and per- 
haps to severe mental illness. 


Synthetic Food Enrichment 
Need of Hungry Lands 


If the world’s population 
seriously taxes total food supply, 
the only way to make the cheapest 
foods protective is by chemical syn- 
thesis, according to Dr. Robert R. 
Williams of the Williams-Waterman 
Fund for the Combat of Dietary 
Diseases, Research Corporation, 
New York City. “It requires about 
seven times as much land to produce 


ever 


a million calories of meat or milk as 
it does to produce a million calories 
of cereals,” he said. 

Williams first forecast the world 
pattern of adoption of current types 
of food enrichment. The practice of 
enriching fats with vitamin A, if ex- 
tended to cooking fats by the use of 
suitable antioxidants, he prophesied, 
would take the lead over all other 
types, since fats are used in some 
form by all peoples. There is a de- 
ficiency of this vitamin in the staple 
foods of the masses in developing 
countries, and the vitamin is cheap. 
Changing dietary patterns is slow, 
he said, and impossible if the shift 
in crops is uneconomic. 

The practice of enriching cereals, 
which supply 80 to 90 percent of the 
calories for the majority of the 
world’s population, is the most wide- 
spread at present, largely to offset 
the tendency to mill wheat, rice, and 
sometimes barley to 
Williams concedes that such milling 


whiteness. 


may someday be outlawed or aban- 
doned, especially if the difficulty 
of conserving undermilled products 
is surmounted. However, present 
trends are not in that direction. 
Voluntary rice enrichment in the 
Philippines, as in other developing 
countries, is inhibited by the com- 
petitive disadvantage of the added 
expense, but Williams feels the man- 
datory enforcement of that practice 
in the Philippines, with a conspicu- 
ous fall in the death rate, will pave 
the way for its success in most of 
rice-eating Southeast Asia. 


Vitamin D fortification of milk 
Williams expects to be confined to 
areas of colder climate, and the addi- 
tion of iodine to salt, to goiterous 


areas. 
The Economic Hurdle 

As for chemical synthesis of the 
total food supply, Williams pointed 


that the major food 
carbohydrates, fats, and pro- 


out compo- 
nents 
are produced vastly cheaper 
than by the indus- 
Under noncompeti- 


teins 

by the 
trial producer. 
tive conditions, glucose as food has 
been made from woodpulp, and fats 


farmer 


from petroleum. He also mentioned 
experiments combining 
an abundant crop, with blackstrap 


molasses and synthetic urea for the 


sugarcane, 


carbohydrate and protein needs of 
cattle. 

Williams that for some 
generations to come the major sup- 


believes 


ply of food will come from the farm. 
He whether 
all the advances in farming for an- 
other hundred years will meet the 
needs of a population growing at an 


questioned, however, 


accelerated rate. 

The lack of good protein is the 
key challenge for ill-nourished peo- 
ples, said Williams, as evidenced by 
kwashiorkor among children where 
animal protein is low. Since animal 
proteins are superior to cereal pro- 
teins in three amino acids, logically 
by supplementing cereals with these 
acids in proper proportions, the de- 
ficiency would be repaired. But to 
produce required amounts would be 
uneconomic at 

Williams’ solution lies in reducing 
costs through large volume produc- 
tion. Pointing to the fall in prices 
of thiamine and riboflavin from $1 a 


present. 


gram to 4 cents, he urged that pro- 
ducers be encouraged to make and 
market synthetic organic chemicals. 


Atherosclerosis Research 
Seen Changing Diet 


Stressing the uncertainty of the 
role of diet in atherosclerosis, Dr. 


Juanita A. Eagles, assistant research 
professor at the University of Pitts- 
School of Public 


burgh Graduate 
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Health, cautioned health educators 
against generalizations on the sub- 
ject. 


At the same time, she does see the 
possibility of sweeping changes in 
from cur- 
rent definitive. 
Certain findings the 
total calories, fat, and animal pro- 


the adult diet, once data 


research become 
relate diet’s 


tein content with atherosclerosis 
and hypercholesterolemia, she said, 
that the ‘well-fed 


American is now said to be consum- 


pointing out 
ing a diet of 12 percent protein, 50 
percent fat, and 88S percent carbo- 
hydrates.” 
Presently, the nutritionist inter- 
prets the physician’s dietary direc- 
the attempts to 
emotional cultural 


tions to patient, 


overcome and 
objections to the change, and studies 
the effect of stressful events on ad- 
herence to the diet. But as a result 


of research, she said, nutritionists 
may have the task of changing diet 
the 
nary-prone” United 


tion estimated at 50 million. 


hypothetical “coro- 


States popula- 


habits of 


As for atherosclerosis, Eagles ad- 
vised teaching dietary habits to the 
young in order to influence the larg- 
est number of and to em- 


phasize preventive values in health 


persons 


Besides, she added, it is 
food habits in 
young people than to change fixed 


practices. 


easier to develop 


habits in the mature. 


Food Enrichment Spurred 
In Near and Far East 


nutritional studies 


seeking ways to enrich food in sev- 


A review of 


eral countries of the Near and Far 
Bast was presented by Dr. Arnold 
E. Schaefer, executive director of the 
Interdepartmental Committee on 
Nutrition for National Defense, Na- 
tional Institutes of Health, Public 
Health Service. 

On official requests from Iran, 
Pakistan, the Philippines, Turkey, 
Korea, and Libya, the surveys were 
launched by the interdepartmental 
committee in January 1956, and, as 
part of the Mutual Defense Assist- 
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ance Program, were directed prima- 
rily toward the armed forces of the 


host country. In addition to defin- 
ing nutritional needs through bio- 


chemical and physical tests and food 
studies, the program aimed at train- 
personnel in evaluation tech- 
niques and providing 


ment for nutrition laboratories. 


ing 


basie equip- 


Schaefer reported that in general 
the major nutrition deficiencies were 
of riboflavin, thiamine, and vitamins 
Cand A. In recommending food en- 
richment methods, he said, the com- 
mittee kept in mind possible varia- 
tions in nutrition needs within each 
country, as well as the value of keep- 
ing in harmony with local diet pat- 
terns and nutrition concepts. 

In Korea, the 
mended that enrichment 
flour supplied by the United States 


committee recom- 


of white 


be raised to 3 mg. from 1.2 mg. of 
supplemental riboflavin per pound. 

As a result of the survey findings, 
the Pakistanis are now conducting 
a study on effects of iodine intake on 
goiter in adolescents, and on related 
production and distribution ques- 
tions. 

In Turkey, Schaefer said, flour en- 
with riboflavin was being 
The committee 
increased fortification of 


vitamin A 


richment 
considered. recom- 
mended 
as well 
the 
was a 


margarine with 


as control measures to insure 
level. Also 
more even distribution of leafy vege- 
tables, citrus fruits, and of the na- 
rich 


new suggested 


tive “rose cake,” a source of 
vitamin C. 

In the Philippines, the committee 
recommended that the rice enrich- 
ment Bataan 
beriberi be extended throughout the 


islands, said Schaefer. 


successful in against 


For the Republic of China in Tai- 
wan, the committee advised that a 
rice enrichment pre-mix plant be set 
up and that pre-mix feeding ma- 
chines be installed in mills supplying 
the Army. Surplus plant capacity 
would enriched rice for 
official 
To avoid delay in 


produce 


schools and other institu- 


tions, he said. 
raising enrichment levels, the alter- 


native use of an enrichment wafer 


was recommended and _ initiated, 
with the advantages of standardized 
recipe and equipment, rapid opera- 
tion, low cost, and uzriform rice 
color. 

Among sidelights of the surveys, 
Schaefer recalled that in Libya, de- 
spite inadequate intake of calories, 
riboflavin, thiamine, and vitamins C 
and A, classical signs of nutritional 
deficiency appeared in. few men ex- 
amined. Such findings, he said, un- 
derline the need for study of body 
adaptation to suboptimal intake of 
multiple nutrients. 

He remarked also on the value of 
kimehi, a preserved mixture of rad- 
ishes and Chinese cabbage noted in 
the surveys, which is an excellent 
source of vitamins C and A for win- 
ter. Food fortification may well use 
fermented products 
said, citing also the enrichment of 


someday, he 


miso, a fermented soybean product 
of Japan, and Japanese experiments 
on a high riboflavin producing yeast 
for fermenting miso. 


Psychiatrist Prescribes 
Look Into Diet Changes 


dietary 
into account 


Any public health 
scription must take 
symbolic and emotional meanings of 
food and eating, according to Dr. 
Walter W. Hamburger, associate 
professor of psychiatry, University 
of Rochester School of Medicine and 
Dentistry. 

Food preferences as well as eating 


pre- 


habits are emotionaily invested with 
these personal meanings. Each in- 
dividual’s life experience determines 
them. The child’s emotional rela- 
tionship to his mother and other 
early childhood experiences in the 
family are potent factors in setting 
eating patterns, Hamburger 
tained. The cultural pattern in 
which people live plays a large part 
in establishing non-nutritional mean- 
ings to food and eating. 


main- 


people are of the 
reasons for their food likes and dis- 
likes; others are not. Some of these 
associations and symbolic meanings 
have been learned from clinical psy- 


Some aware 
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chiatric and psychoanalytic experi- 
ence, Hamburger said. Some gen- 
eral principles have been derived, 
but research is needed in many spe- 
cific areas, such as decreased or al- 
tered fat intake. 
The motivation 
changes and possible emotional com- 


for dietary 
plications arising from attempts to 
make major changes in the diet will 
contribute to the efficiency of any 
dietary public health program. 
There is evidence that emotionally 
stable individuals can more easily 
modify their diets than can those 
who are not stable. This observa- 
tion made in 
the question of reducing diets for 


has been response to 


the obese. 


Mental Health . 


Climate and Diet Cause 
Mental Deficiency 


Inadequate diet in early preg- 
nancy during hot summer months 


may have an adverse effect on child 
development, according to Dr. Hilda 
Knobloch, director of the child de- 
velopment clinic and associate pro- 
of and Dr. 
Benjamin director of 
psychiatric professor 
of psychiatry, the Ohio 
State University of Medi- 
cine, Columbus. 


pediatrics, 
Pasamanick, 
research and 
both of 
College 


fessor 


Since damage to the cerebral cor- 
tex during its formation in the third 
month after conception could affect 
intellectual functioning, the authors 
originally sought to test the postu- 
late that the prevalence of viral in- 
fections during winter months 
would result in a greater incidence 
of mental deficiency among infants 
conceived in those months than at 
any other time. 

Their findings, 
duced another hypothesis, 
the first trimester of mentally de- 


however, intro- 


because 


occurred more fre- 
than 


ficient children 


quently during the summer 
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Sinilarly, the incidence of emo- 


tional complications ensuing from 
major dietary changes would be 


greater in the emotionally unstable. 
This individuals 


utilize specific eating patterns and 


is because certain 


even specific foods to satisfy their 


emotional well as their nutri- 


as 
tional needs. For such individuals, 
attempted alterations of eating pat- 
terns for nutritional or public health 
program reasons may lead to emo- 
Hamburger 
food 


(un- 


tional complications. 


feels this is less likely when 


substitution is recommended 


saturated for saturated fats) than 
total food 


vised (low-calory reducing diets). 


when restriction is ad- 


winter. The cause of mental defi- 
ciency, therefore, Knobloch and 
Pasamanick suggested, may be re- 


lated to the tendency of expectant 
mothers to reduce their food intake, 
especially proteins, to dangerously 
low levels during hot weather. 

This conclusion emerged from the 
study of the records of 5,855 admis- 
sions of mentally defective children 
to the Columbus State School 


tween 1913 and 1948. 


be- 


In these records they found, for 
example, that the to 
twelfth week of pregnancy occurred 
the 


when eighth 


in July or August, and mean 


temperature was above the median 


for those months, first admission 


increased. Admission rates 
were 1.658 1,000 for July 


1.519 per 1,000 for August, compared 


rates 
per and 
with 1.276 and 1.206, respectively, in 
the 
below 


mean tem- 
the 


when 


those years when 
median. 


the 


perature was 
Total 
weather was hot in June, July, and 
1.524, with 
the 
P<.O001). 
mean temperature, July’s differ- 
the 
and 


admission rate, 


August, was compared 
1.295 when 
(x 10.02 : 
of 


ence is three 


weather cool 


was 
the basis 
times as great 
the first 


as 
difference between 
third quarters of all the years under 
investigation. 

The accompanying table compares 
first and third quarters, and months 
within those quarters, for significant 
variations. 

The significance of their findings 
for public health workers, they be 
fact that 


mental rather than inherited factors 


lieve, lies in the environ 
may play a larger role in the for- 
mation of the individual than here- 
tofore believed. Public health work 
the 


paying greater heed to dietary con- 


ers, report recommends, by 
trol, particularly in hot months, can 


take measures to prevent mental 


deficiency. 


Problems in Measuring 
Patient Changes Outlined 


The number of patients resident 
in public mental hospitals (exclusive 


of the Veterans Administration) in 


Admission rates for mental deficiency, by season of birth, 
Columbus State School, 1913-48 * 


Season 


February *_ 

August 

January, February, March +_. 
July, August, September 4____ 


1 Excluding 1946. 
Ohio State Health Department. 
P< 62. 


Number of 


2 Number of births 
’ C.R.=2.3; 


Number of Rate per 


births 2 admissions 1,000 
339, 704 512 1. 507 
377, O85 189 1. 297 

, 064, 183 | 1, 535 1. 442 

, 112, 933 1, 467 1. 318 


in each month supplied by t 
P<.02. *C.R.=: 
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the United States decreased in fiscal 
year 1955-56 from 559,420 to 552,005, 
the second decrease ever noted in 
these hospitals. 

Moreover, the observed number of 
resident patients was 21,855 less than 
the 573,890 patients expected on the 
basis of the 1945-55 trend. This de- 
viation from trend was by far the 
greatest that occurred in the period 
under study. 

These are some of the facts un- 
covered by Dr. Morton Kramer and 
Earl S. Pollack of the Biometrics 
Branch of the National Institute of 
Mental Health, Public Health Serv- 
ice. 

Since the decrease occurred at a 
time when tranquilizers were being 
used extensively, Kramer and Pol- 
lack discussed the problems involved 
in assessing the effect of tranquil- 
izers as well as other therapeutic 
procedures on patient movement in 
hospitals. Their analysis empha- 
sized the inadequacy of crude move- 
ment data in making these assess- 
ments, and they suggested a data 
collection method that would yield 
more sensitive indexes. 


Expected and Observed Values 


In comparing observed values in 
1956 with those expected on the basis 
of the 1945-55 trend in the public 
mental hospital systems of the 48 
States, Kramer and Pollack found: 

¢ Admissions were higher than ex- 
pected in 24 and lower in 24. 

e Net releases were higher than 
expected in 33 and lower in 15. 

e Deaths were higher than ex- 
pected in 42 and lower in 6. 


Population Changes 


Gross changes in a mental hospital 
resident population, Kramer and 
Pollack pointed out, are a result of 
additions to and removals from a 
baseline population. They show, in 
the accompanying chart, how this ad- 
dition and subtraction takes place. 

The chart portrays a hypothetical 
hospital with a resident population 
of 1,000 at the beginning of a year. 
During the following 12 months, 303 
persons are added (243 admissions 
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and 60 returns from extramural 
care), and 276 are removed (187 
releases and 89 deaths). Since addi- 
tions exceed removals by 27, the resi- 
dent population at the beginning of 
the next year is 1,027. 

National data are available, the 
authors added, on all movement 
items except B and C in the chart. 
It is possible, they pointed out, to 
determine C—B, which is the net 
number of patients released to the 
community in any one year. 

The authors emphasized that 
changes in size of resident popula- 
tion between two points in time is a 


function of three variables—admis- 
sions, net releases, and deaths. They 
stated, “If we are to understand 
the factors that account for the rise 
and fall of mental hospital popula- 
tions, we must undertake studies 





that relate variations in admissions, 
net releases, and deaths not only to 
hospital factors but also to extra- 
hospital factors which can affect 
these variables.” 

To provide some of the information 
needed for proper analysis, Kramer 
and Pollack suggested the compila- 
tion of (a) resident patient cards 
at the start of each year containing 


Gross changes in a mental hospital resident population. 


Residents— Beginning of year 





A _sAdmissions 


C _seReleases 
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basic data on each patient, such as 
age, sex, diagnosis, duration of hos- 
pital stay, and any other desirable 


data, and (0b) patient movement 
cards recording significant move- 


ments in or out of hospitals during 
a year. These cards should contain 
the same information on each patient 
as the resident patient cards. 

The introduction of new treatment 
methods and new psychiatric facili- 
ties affects the use of facilities and 
treatment in the reduction of dis- 
abilities from mental disorders. 
Measuring these effects, the report 
concludes, is an epidemiological prob- 
lem. 

To quantify the impact on the men- 
tal hospital of tranquilizing drugs 
and such other therapies and pro- 
grams as may be developed in the 
future requires revision of existing 
statistical But equally 
important, the authors went on to 
say, is the development of programs 
which will coordinate data on utiliza- 
tion of all community treatment fa- 
cilities so that the mental hospital’s 
role can be studied in relation to that 
played by these other community fa- 
cilities in the treatment and rehabili- 
tation of the mentally ill. 


systems. 


Interview Experience 
Eases Relationships 


Public health workers develop 
greater self-confidence as a result 
of 5-day interpersonal relations in- 
stitutes, according to Hyman M. For- 
stenzer and Dr. Joseph J. Downing, 
New York State Department of 
Mental Hygiene, and Dorine J. Loso, 
Public Health Service, Denver, Colo. 

The authors described and evalu- 
ated 4 institutes of 11 conducted by 
the departments of health and mental 
hygiene in New York State since 
1950. 


Description 

The institutes were normally com- 
posed of 25 voluntary participants 
meeting in a relatively isolated com- 
munity where beneficiaries of health 
services were available for interview- 


Vol. 73, No. 3, March 1958 
454101—58——_-4 


ing. Several members from each of 
several health units were invited to 
participate because it was felt that 
the effect of the experience would be 
greater and more lasting than if 
only one attended. 
Demonstration 
held in the mornings. 
participants observed a psychiatrist 
and his subject through one-way 
vision mirrors and listened through 
headphones to their conversation. 
The psychiatrist who conducted the 


interviews were 
In these, the 


interview informed his subject that 
public health people were listening ; 
but not that they were looking. 

The participants’ attitudes toward 
these interviews were later analyzed, 
and it was found that they had at 
first identified themselves with the 
client, but gradually shifted identi- 
fication to the psychiatrist. By the 
fourth day, the shift was complete. 
This experience brought into the 
open the reluctance of participants 
to ask people about their life situa- 
tions, a reluctance indicative of a 
general resistance to self-appraisal. 

This resistance, on the other hand, 
produced tensions upon which the 
success of the institute depended. 
institutes, the 
where 


The most successful 
report states, were 
initial tensions were high and gradu- 
ally came to their lowest point on the 


those 


last day. 

In the afternoon, participants con- 
ducted interviews, each on his own 
unless he wished to include others. 
A psychiatrist maintained control 
over the proceedings. Morning and 
afternoon interviews were followed 


by discussions. 


Evaluation 


The participants found the insti- 
tutes valuable. The report states, 
“They tell us their approach to fel- 
low workers and to clients is easier, 
more pleasant, and more reward- 
ing.” 

Objective psychological tests, ad- 
ministered by the institute’s staff 
when it was over, revealed that par- 
ticipants were less dogmatic and 
less rigid in their behavior. At the 
same time, there was a loss of inter- 
personal acuity and an increased ac- 


quiescence to authority. These 
latter tendencies disappeared with- 
in 6 months, and a greater self as- 
sertiveness, expressed through self- 
confident behavior, was found, the 


authors reported. 


Psychiatrist’s Time 
Used Economically 


“The child psychiatrist in a pub- 


lic agency can make his greatest 
contribution to the mental health of 
his community by functioning as a 
and by 


therapeutic 


diagnostic consultant 
delegating 
tasks to ancillary personnel.” 


will 


appropriate 


the 
number of patients the psychiatrist 
will be able to see, according to Dr. 


This approach increase 


Leon Eisenberg, assistant professor 


of psychiatry and pediatrics at the 


Johns Hopkins University and 
Hospital, Baltimore. 
Kisenberg submitted results ob- 


special diagnostic 
help 45 


emotionally 


from a 
up to 
who 


tained 


clinie set foster 
children 
disturbed. 


Treatment began with a diagnos- 


were 


tic conference to determine type and 
severity of disturbance and suitable 
for the children. After 
these decisions, case workers from 


placement 


the welfare department were given 
the responsibility “to develop a sus- 
taining relationship with the child, 
to interpret clinic findings to foster 
parents, schools, and court, and to 


secure group activities.” 


Among other therapeutic meas- 
ures were the assignment of Big 


Brothers, speech correction, and the 
activities 


had 


new 
the 


substitution of 
for the 
been keeping. 

After an 
year, the 48 
veyed. Information 
on 44 of them. Of these, excluding 
6 who were institutionalized, 27 (71 


peer 
company children 
interval of 1 
resur- 


average 
were 
obtained 


children 
was 


percent) showed improvement. 
Since 11 of the 38 children active- 
ly treated did not receive the recom- 


mended treatment, for one reason 
or another, a comparison of this 
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group with those who did receive 
recommended treatment was pos- 
sible, and the advantage of psy- 
chiatric consultation, Eisenberg 
pointed out, could be determined. 
Where the treatment plan was not 
followed, only % showed improve- 
ment (27 percent) ;: where the treat- 
ment plan was followed, 24 showed 
improvement (S9 percent). 

These figures indicate, Eisenberg 
concluded, that a good consultation 
service for foster care children re 
sults in substantial improvement 

During treatment, several fac- 
tors were uncovered relating to staff 
morale and the promotion of good 
consultation services. Agency work- 
ers, Eisenberg said, should be in- 
eluded in discussions and prepara- 
tions of social histories without in- 
terposing psychiatric social workers 
between them and the clinic team. 
He also suggested that test analyses 
and clinical opinions should be ex- 
pressed in clear terms, avoiding 
jargon. Remarks not relating to 
actual behavior may only confuse 
the agency worker or suggest dif- 
ficulties beyond the scope of her 


abilities. 


Epidemiological Method 
Measures Child Behavior 


An epidemiological method for 
measuring behavior in children was 
reported by Dr. Rema Lapouse and 
Dr. Mary A. Monk, associates in 
preventive medicine and_ public 
health, University of Buffalo School 
of Medicine. Dr. Lapouse is also an 
associate in psychiatry. 

Their report covered a pilot study 
of 482 children between the ages 
of 6 and 12. The sample used was 
representative of the population of 
Buffalo. The subjects thus were 
children “who are not likely to be 
picked out of the commmunity for 
psychiatric examination and there- 
fore have little chance of contribut- 
ing to the statistics of symptoms.” 

Because of the general difficulty 
in differentiating reliably between 


normal and abnormal behavior, 
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Lapouse and Monk preferred avoid- 
ing definitions of pathological be- 
a 


havior. They developed instead 
method for measuring the preva- 
lence and interrelations of certain 
behavior characteristics of  chil- 
dren.” The ultimate aim, they said, 
is to gain accurate knowledge of the 
prevailing forms of behavior of chil- 
dren, their frequency and severity, 
and their correlation with the ad 
justment and function of each child 
so that deviations from the usual 
pattern may be more objectively 
evaluated and, consequently, an ef- 
fective method for identifying the 
psychiatrically sick child in the 
community may be evolved. 


Mothers Interviewed 


Mothers were used as the primary 
source of information on child be- 
havior. Interviews, 11%4 hours long, 
were designed to elicit information 
on the child as well as on certain 
family and household characteris- 
tics. Interviews were obtained with 
94 percent of the sample. Informa- 
tion was sought on a wide range of 
child behavior including social and 
intellectual behavior, body control 
and coordination, habits, and physi- 
cal and mental factors that modify 
or limit behavior. In a check on 
the validity of the mothers’ re- 
sponses, a new sample of 193 
mothers with one child each was 
selected for interview. Mother and 
child were interviewed separately 
but simultaneously. soth groups 
were asked the same questions, and 
the responses were compared. 

Since the pilot study was under- 
taken primarily to develop a valid 
and reliable epidemiological method 


for the investigation of behavior in 
children, and since an analysis of 
only a small part of the data col- 
lected is reported, the actual findings 
are tentative, the authors said. 


Responses Compared 

With regard to the validity of the 
mothers’ responses, Lapouse and 
Monk found that the mother’s 
agreement with the child is high- 
est when the behavior is concrete, 
objectively observable, or has a 
high nuisance value as measured by 
social standards Thus mothers 
could be relied upon to agree more 
consistently with their child when 
reporting bed wetting, thumbsuck- 
ing, stuttering, and so on. 

There was far less agreement be- 
tween mother and child on subjective 
behavior such as nightmares, amount 
of food eaten, restlessness, overac- 
tivity, or fears and worries. Indeed, 
40 percent of the mothers, they 
found, underestimated the fears and 
worries of their children. 

In the partial analysis of their 
data Lapouse and Monk observed 
that for a representative sample of 
children mothers reported a high 
prevalence of several characteristics 
commonly thought of as pathologi- 
eal. The authors raised questions as 
to the interpretation of this finding: 
whether it means that a large num- 
ber of children are psychiatrically 
ill, or whether these characteristics 
occur in essentially normal children. 
It was suggested that the answer 
may lie in an evaluation of the chil- 
dren’s capacity to function effec- 
tively in their environment. The au- 
thors plan to report on this aspect 
of their investigation in the future. 


Water, Wastes, and Safety see 


Public Health Hazards 
Created by Radiation 


Developing sound criteria of max- 
imum exposure of individuals and 
the general population to radiation 


is at once vitally important and tre- 
mendously difficult, averred Roy J. 
Morton, associate leader, Waste Dis- 
posal Research and Engineering 
Section, Oak Ridge National Labo- 


ratory. 
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Morton reviewed the need for in- 
tegrating radiation protection with 
public health practice and gave ex- 
amples of the expanding use of nu- 


clear energy. In addition, he dis- 
cussed some of the aspects of 


control, specifically preventive con- 
trol, of environmental exposure to 


radiation. 
Need for Control 

In the past, Morton pointed out, 
some people were seriously injured 
or killed by radiation from X-ray 
machines or other sources of radia- 
tion, and protective measures were 
left to specialists. Radiation con- 
trol was an individual concern. 

Today, ionizing radiation has be- 
come a community burden. Not only 
is there background radiation, but 
there is an accumulation of public 
dosage from exposure to radiation 
used in medicine, dentistry, industry, 
research, and weapons development. 
of radiation are in 
energy opera- 


These sources 
addition to nuclear 
tions for which comprehensive radia- 
tion control measures have been pro- 
vided to protect workers and sur- 
rounding communities. 

“The basic public health respon- 
sibility is to maintain all radiation 
exposures within the generally ac- 
cepted limits without in any way 
discouraging the utilization of radia- 
tion sources to their maximum ad- 


vantage,” Morton said. 


Radiological Health 


“Radiological health,’ Morton ex- 
plained, “is generally accepted as the 
inclusive term for all public aspects 
of ionizing radiation in relation 
either to the prevention of injury to 
people or the uses of radiation and 
radioactive substances to improve 
public health. The primary goal of 
radiological public health is to avoid 
all unnecessary radiation exposure 
of human beings. It is impossible, 
of course, to limit exposure to zero, 
but exposures above zero should be 
regarded as undesirable and 
doned only when the gain from such 
the risk. The 
minimum health responsi- 
bility is to be sure that accepted 


con- 


exposure warrants 


public 
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standards of maximum permissible 
dosages are observed including rec- 
ommended limits for the total popu- 
lation which should be set at levels 
well below those that are acceptable 
for persons occupationally exposed 
to radiation.” 

Eventually, Morton believes, radia 
tion control procedures will be inte 
grated with established public health 
practice and will be handled in much 
the same way as other public health 
activities. 


Health Problems 


The use of X-rays, Merton said, 
constitutes the 
widespread source of critical public 
At the present, 


most urgent and 
radiation exposure. 
some of the aims, Morton indicated, 
are “to improve X-ray machines, in- 
stallations, and techniques so as to 
minimize the radiation exposure of 
It has been 


operators and patients. 
demonstrated that familiar 
niques can reduce individual diag- 
nostic X-ray exposures more than 95 
percent, and completely shield crit- 


tech- 


ical areas of the body, with no loss 
in utility of the X-ray picture. 

The use of radionuclides in re- 
search constitutes a relatively minor 
source of exposure. The list of ra- 
dionuclides, published by the Oak 
Ridge National Laboratory, now in- 
cludes about 85 processed elements, 
with a half-life varying respectively 
from less than a day to millions of 
years. 

Radionuclides are frequently em- 
ployed as_ tracers, Morton 
Small quantities of short-lived ra- 
for tracer 


said. 
dionuclides suffice most 
applications because of their sensi- 
counting methods, and 
avoided by 


tivity to 
hazards 

small amounts of quickly decaying 
On the other 
high level 


ean be using 
radioactive material. 
hand, radionuclides as 
radiation sources may involve large 


amounts of radioactive materials 
and high radiation fields. The tech- 
niques of elaborate shielding and 


other safeguards for high level ra- 
diation uses have already been de- 
veloped and evaluated, Morton said. 

The greatest prospective source of 
radiation is the nuclear high-energy 


power reactor, he said, but also noted 
approximately 25 low energy instal- 
lations designed for use in research 
training. The number of re- 
increasing rapidly. The 
source of radiation of most concern 


actors is 


to the public is the fission product 


rather than the of fission 


itself. 
Unless fission is replaced by a fu- 


process 


sion process, which creates no radio- 
active products, radioactive wastes 
will be one of the major concerns of 
public health, Morton 
By the year 2000, there 


radiological 
pointed out 
“an accumulated volume of 
high-activity fuel 
the order of 550 million 


should be 
reactor process 
wastes of 
gallons and with total accumulated 
billions of 


radioactivity of many 


curies.” 
Industrial Uses Grow 


Citing information from the 
Atomic Energy Commission, Morton 
indicated the rapid expansion of the 
Government's nuclear energy opera- 
tions: 

e Government investment in 
atomic energy plants and equipment 
increased from $2 billion in 1951 to 
$6.5 billion by July 1956. 

e In fiscal vear 1956, the Commis- 
sion spent $177 million on reactor 
development and related activities, 
nearly $52 million of which was for 
civilian experimental power reactors. 

e The AEC research and develop- 
ment program, exclusive of support 
to military projects, costs about $250 
million each year. 

e In fiscal 
went to private contractors for some 


year 1956, $18 million 
800 research projects. 

The 22d semiannual report of the 
AEC for January 1957, Mor- 
ton pointed out, lists 267 reactor fa- 
cilities that have been planned, or 


June 


built, or are in the process of being 
built. Five full-scale civilian power 
reactors are being built and 17 are 
in the planning stage. Of the 22 
chosen locations for these reactors, 
16 are distributed in 10 States, 
Puerto Rico, and Alaska; 1 is in New 
England, 2 in the Ohio Valley, 1 on 
shipboard, and 2 are unspecified. 


233 








PHR 


APHA 


Conference Report 





After advising against exaggerat- 
ing and overpublicizing the promise 
and hazards of nuclear energy, Mor- 
ton concluded that “the logical ob- 
jective is to deal with the radio- 
logical health and environmental 
control problems as they now exist, 
to study and learn more about the 
fundamental factors involved, and 
to develop rational methods of con- 
trol that are as conservative and 


” 


adaptable as possible. 


Clean Water Law Aids 
700 Communities 


About 700 communities were 
offered Federal aid and 600 others 
applied for grants during the first 
year the Federal Water Pollution 
Control Act of 1956 has been in effect. 

Robert R. Harris, chief, Construc- 
tion Grants Section, Water Supply 
and Water Pollution Control Pro- 
gram, Public Health Service, dis- 
cussed this and other consequences 
of the legislation. 

New facilities and improvements 
to existing sewage works costing 
more than $250 million have already 
been aided by this act. Federal con- 
tributions for the first year reached 
$56,237,000; a ratio of 4 local dollars 
to each Federal dollar, Harris stated. 
The law limits the Federal share of 
grants to $250,000 or 30 percent of 
the cost, whichever is less. 

He noted that the $95 million ap- 
propriated for grants during the first 
2 years is far short of the amount 
communities have already requested. 

The Federal grants have made 
their biggest impact upon small com- 
munities, Harris stated. The first 
127 Federally aided sewage treat- 
ment plants in 7 midwestern States 
will reduce pollution from municipal 
sewers in 1,700 miles of streams to 
satisfactory levels. Ninety percent 
of the communities these plants serve 
have populations under 25,000. 

The legislation provides that half 
the grant funds must aid communi- 
ties of 125,000 or less; 84 percent of 
the funds already allotted have gone 
to communities in this category. 
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State Participation 


The most significant feature of the 
act, Harris said, is the reaffirmation 
by Congress of the States’ primary 
right and responsibility to prevent 
and control water pollution. Fed- 
eral activities primarily support and 
supplement the efforts of State and 
local agencies. 

Municipalities wishing Federal aid 
must first apply to their’State water 
pollution control agency. The State 
approves the application and certi- 
fies that the proposals it contains 
hive priority over others in the 
State. 

The act specifies that the priority 
must be based on financial as well 
as water pollution control needs. A 
Federal grant offer is made subject 
to the terms and conditions specified 
by the State and the Public Health 
Service. 

Financing methods the communi- 
ties have used depend upon their 
fiscal resources and State laws. 
General obligation bonds, certificates, 
or warrants payable from ad valorem 
taxes of a municipality are most 
popular. But revenue bonds and 
certificates and special assessment 
bonds have also been used. Often 
a community raises funds from 
several sources such as unencum- 
bered cash, proceeds from several 
types of bonds, Federal loans, and 
grant moneys from State and Fed- 
eral governments. 

Several State governments now 
offer assistance to communities. 
-artly stimulated by the Federal 
Water Pollution Control Act, the 
Maine, Maryland, and Vermont legis- 
latures in 1957 established supple- 
mentary grant programs. New Mex- 
ico voted special assistance to rural 
unincorporated areas, and Ohio 
created an emergency Village Capital 
Improvement Rotary Fund to make 
advances for planning. 

New York, Pennsylvania, Cali- 
fornia, and Oregon already had some 
form of State assistance. 


Law’s Impact 


The act contains broad definitions : 
treatment works include interceptor 


and outfall sewers, pumping, power, 
and other equipment, as well as ex- 
tensions, improvements, remodeling, 
additions, and alterations of existing 
treatment works; construction in- 
cludes preliminary planning, neces- 
sary engineering, architectural, 
legal, and fiscal investigations and 
services, preparation of designs, 
specifications, and plans, and inspec- 
tion and supervision of the construc- 
tion. 

As a resuit, Harris said, many 
treatment works not otherwise pos- 
sible are being built through com- 
bined Federal, States’, and local gov- 
ernments’ efforts. 

The Federal grants already offered 
will aid sewage treatment plants 
serving 10,500,000 people and an esti- 
mated 14,900,000 in the future. Har- 
ris pointed out, however, that some 
9,000 communities need new or im- 
proved facilities. ° 

The Nation’s annual per capita ex- 
penditure for construction of munici- 
pal sewage trea:ment works is about 
$2.42, based on the 1950-54 average. 
Even if this rate is maintained until 
1985, the population equivalent of 
sewage still delivered to streams 
then will be 25 million higher than it 
is today, Harris stated. 


Bonds Finance County 
Water, Sewage Plants 


Methods used to finance the 97 
sewage treatment plants and 150 
water plants in Harris County, Tex., 
were described by Roger Moehlman, 
sanitary engineer, Harris County 
Health Unit. 

Outside Houston, with its 900,000 
population, 200,000 people live in 
small cities and unincorporated 
areas where suburban development 
has mushroomed since 1945. In 
these fringe areas 15,000 lots were 
subdivided in 1955, 13,000 in 1956. 
Water supply and sewage disposal 
facilities were lacking, and most 
suburban developers had to provide 
these services for their own sub- 
divisions. 

Septic tanks and shallow wells 
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eliminated in most develop- 
ments by policies of the Federal 
Housing Administration, Veterans 
Administration, and loan companies. 
The agencies did not insure or the 
companies lend money for purchas- 
ing homes unless the Harris County 
Health Unit approved sewerage and 
water systems. The unit also in- 
spected and approved plants built 
according to plans approved by the 
State health department. Sewage 
disposal systems are required to have 
a complete treatment plant; often 
effluents flow into dry ditches or 
streams with inadequate flow. 


were 


Financing Methods 


Water and sewerage systems in 
Harris County were financed 
through city systems with city 
bonds, water control and improve- 
ment districts, fresh water supply 
districts, and private capital, Moehl- 
man stated. 

Under Texas legislation a State 
board of water engineers can create 
a water control and improvement 
district after hearings called upon 
petition from those living or own- 
ing property in an area. Subse- 
quently, elections are held to ap- 
prove the district and to vote bonds 
for financing the construction of 
facilities. 

In both water control and fresh 
water supply districts, general ob- 
ligation bonds are voted; interest 
rates on these bonds can be lower 
than those based on revenue alone, 
and they are more marketable. 

Fresh water supply districts are 
established by filing a petition with 
the county commissioners court. 
The court, after a hearing, can 
create the district. Elections are 
then held to approve the district and 
vote financing bonds. 

Originally, the fresh 
tricts were formed when 
from septic tanks and privies caused 
Some Harris County sub- 


water dis- 
effluents 


pollution. 
dividers, however, set up districts 
for their development before build- 
ing many houses. The districts can 
be created with only five people in 
the area to vote the money for the 
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entire subdivision’s water and sewer- 
age systems. 

This district’s advantages: its 
bonds can be sold and the subdivider 
need not keep money invested in fa- 
cilities; bonds sold at 90 percent of 
face value often go to par or above 
when a city assumes the district’s 
obligations; a city can annex a dis- 
trict simply by assuming the sys- 
tem’s liabilities and operation. 
borrow 


Subdividers unable to 


money to install water and sewer- 
age systems in their developments 
used their own funds to provide 
these services. 

Subdividers obtained services by 
arranging with a contractor to in- 
stall the water supply system, sew- 
erage, paving, and street lights in 
return for a lien on the property, by 
putting in water and sewage lines so 
that existing systems could be ex- 
tended to the new developments, 
or by building and operating these 
services themselves. 

These private systems, although 
planned in their entirety, generally 
were built piecemeal. Lines were 
installed as needed and some sew- 
age treatment plants were 
structed in stages, although provid- 
ing complete treatment at each stage. 

Similarly, water lines were put in 
street by street, and water supply 
plants began with one well and pres- 
sure tank, adding tanks with high 
lift pumps, additional wells and stor- 
age tanks, or another plant as 
needed. 

These methods 
over several years. 
ty’s suburban development 
each subdivider financed water and 

his own way. 
realized the ad- 


systems 


con- 


were developed 
When the coun- 
began, 
sewerage systems 
The subdividers 
vantages of community 
over tanks 
wells, although the initial cost was 


septic and private 
about the same. 

During the building boom, many 
water and sewerage systems made 
money in their first year of opera- 
tion. Now, however, Moehlman 
said, building rates seem normal or 
Harris County, 


below normal in 


fewer homes are sold, and small pri- 


vate utility operations take longer 
to become self-supporting. 


Survey Made 


A survey of installation costs, op- 
erating costs, and revenues showed 
that 


disposal services in districts where 


installing water and sewage 
homes were already built cost more 
per connection than when the sub- 
divider constructed the facilities. 

The developers built on every lot 
in their subdivision, while the water 
districts serve only existing homes. 
One water district had facilities for 
2,789 lots, but only 1,230 homes were 
connected to the lines after a year’s 
operation. 

According to Moehlman, instal- 
ling water and sewage facilities in 
the water district cost $348 per lot, 
in the subdivision, $340. But the 
cost per connection in a water dis- 
trict was $790, while the subdivider 
paid a smaller sum for each connec- 
tion, he pointed out. The district’s 
taxes and other revenue must offset 
this larger capital outlay and yearly 
expense. However, as more homes 
were buiit on once vacant lots, taxes 
and rates decreased. 

The privately 
adopted existing city or water dis- 
trict rates without knowing operat- 
ing costs or potential returns. Com- 
peting offered 
water for a year as a buyer induce- 
halved nurture 


owned systems 


subdividers free 


ment, or rates to 
beautiful 
velopment. 
With careful planning, 
ing, construction, and 
even small water and sewage dis- 
detri- 


green lawns in one de- 
engineer- 


operation, 


posal systems need not be a 
ment, MoehlIman declared. 

He concluded that Harris Coun- 
ty’s numerous water and sewerage 
systems for the subdivisions were 
not ideal. In some ways the multi- 
ple systems are only a step above 
using septic tanks and private wells. 
But they suit the county’s present 
situation. 

Ultimately the of Houston 
could annex all these systems and 


city 


eliminate many small sewage treat- 


ment and water supply plants. 
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However, pending any such move, 
fringe areas outside the city will 
need more small plants, he said. 

Perhaps a countywide sanitary 
district to handle all water and sew- 
age disposal services would be best, 
Moehlman stated. 


Attempts Made to Measure 
Effects of Air Pollution 


Air pollution in many cities 
around the world has created a sub- 
stantial health problem, said Dr. 
Lester Breslow and Dr. John Gold- 
smith, bureau of chronic diseases, 
California State Department of 
Public Health. 

But, they went on to say, “if we 
are to attack air pollution as an 
environmental influence detracting 
from health as well as causing dis- 
ease and death, then it seems de- 
sirable to measure the extent to 
which it does interfere with well- 
being.” 

In 1956, in an attempt to measure 
the effects of air pollution on health, 
the California State Department of 
Public Health sampled 3,545 house- 
holds. Forty percent stated they 
were bothered by air pollution. In 
Los Angeles County, 60 percent re- 
ported various unpleasant physical 
reactions. The surveyors found 
that 1 out of 8 Los Angeles house- 
holds was considering change of res- 
idence because of air pollution, 
while some were thinking of chang- 
ing their jobs for the same reason. 
Commenting on this situation, Bres- 
low and Goldsmith said, “Interfer- 
ence with well-being to the point of 
changing residence or job represents 
a disruption of health which cer- 
tainly qualifies smog as a_ public 
health problem.” 

The possibility that air pollutants 
are causally related to lung cancer 
and respiratory diseases has led to 
several studies here and abroad, 
and, the authors noted, the English 
have had some success in relating 
chronic bronchitis to air pollution. 

Attempts to measure the relation- 
ship of air pollution to chronic dis- 
eases in this country, however, have 
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not been conclusive, according to 
sreslow and Goldsmith. An inves- 
tigation in 1956 to confirm the im- 
pression that episodes of smog pre- 
cipitate asthma was inconclusive. 

Since 1954 the California State 
Department of Public Health has 
been studying daily mortality data 
from Los Angeles, but has not as 
yet demonstrated any effect of air 
pollution on mortality. A special 
study of 4,000 nursing home pa- 
tients, who, the authors believe, 
would quickly reflect any adverse 
enyironmental condition, has_ re- 
vealed no definite effect on mortal- 
ity from air pollution alone. But, 
the authors admonish, this does not 
mean that no effect occurred. 

Present knowledge of the health 
implications of air pollution de- 
mands strenuous control efforts, 
but Breslow and Goldsmith stressed 
the fact that “research on_ the 
health effects must be pursued with 
equal vigor in order to identify 
the aspects of air pollution which 
are most dangerous to human life 
and well-being.” 


Deep Wells Found Practical 
For Waste Disposal 


Deep wells are the cheapest, most 
practical method of disposing of 
chemical waste, stated W. H. Wal- 
lace, fine chemicals department fore- 
man, Upjohn Company, Kalamazoo, 
Mich. The company now pumps 25 
million gallons of waste per year 
into the substrata at a cost of $2 
per 1,000 gallons. 

The firm turned to wells in 1954 


when the swampy area, previously - 


used for disposal of wastes from fine 
chemical production and processing, 
became seriously contaminated. 

It is generally agreed that a suc- 
cessful disposal well must be located 
in a favorable geologic structure, 
such as sedimentary rock formations, 
including sandstones, limestone, and 
dolomites, he said. These strata 
are often several thousand feet thick 
in the North Central States. Their 
porous capacity is large; wells pump 
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into a substrata approximately 15 
percent void. 


Disposal Wells Favored 


According to Wallace, Michigan’s 
State regulatory body, the Water 
Resources Commission, favors using 
disposal wells if they are cemented 
in and properly constructed. The 
State’s geological division does not 
fear contamination of the potable 
water strata when the disposal well 
discharges at 1,000 feet below the 
well water aquifer. 

The company’s first disposal well, 
drilled in 1954, was an 8-inch well 
with a 7-inch steel casing inside and 
the area between sealed with con- 
crete. As additional protection 
against contamination, waste is 
pumped through a 2-inch, high-pres- 
sure line, sealed at the top and 
bottom of the well. A leak in this 
line is instantly detected by Watch- 
ing the pressure developed in the 
annular space. 

The cost of the well method is 
higher than the cost of biological 
disposal. But the large amount of 
lime neutralizer used was also neces- 
sary in the previous system, because 
the concentrated waste has an ex- 
tremely high chemical oxidation de- 
mand. Liquid waste must be 
neutralized, clarified, and filtered be- 
fore being pumped into the wells. 
If another well and injection pump 
were added, the cost per 1,000 gal- 
lons would decrease since the present 
labor force could handle 50 to 75 
percent more volume. 


Useful Life 


Disposal wells always lead to the 
question of how long they will last. 
Upjohn may have a partial answer 
from its 3 years’ experience. 

The company uses 2 high-pressure 
injection pumps operated together 
and singly, 6 days a week, and re- 
cords each day’s maximum and 
minimum pressure. At the start, the 
maximum pressure was approxi- 
mately 980 pounds per square inch 
and the minimum, 500. Today the 
maximum has dropped to 800 pounds, 
but the minimum is 750. 
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The pH also affects pressure. A 
5.5 pH is usually maintained for 
well injection. To improve filtra- 
tion the pH was raised to 6.0 or 6.5. 
But the pH increase raised the max- 
imum pressure to 900 or 950 pounds. 
Returning to a 5.5 pH brought the 
pressure to S00 within a couple of 
This indicated to Wallace 
necessary to 


months. 
that a low pH 
maintain the openings in the strata 
through which the waste is injected. 

The injection process also works 
against the normal head of approxi- 
mately 750 pounds needed to push 
the waste into the voids. Wallace 
believes the present wells will con- 
tinue to operate satisfactorily until 
the void is filled. 


was 


Sanitation Experts 
Can Cut Accidents 


Accident prevention is tue respon- 
sibility of the total public health 
program, and the local environ- 
mental health group has several op- 
portunities to make a major contri- 
bution, according to Eugene L. Lehr, 
chief, Program Accident 
Prevention Program, Public Health 


Services, 


Service. 

The skills of the public health en- 
gineer and sanitarian in observing 
and correcting environmental sani- 
tation hazards may be readily ex- 

environmental accident 
There are six stages, Lehr 


tended to 
hazards. 
suggested, where accident prevention 
measures may be applied with en- 
vironmental operations : 

1. In the investigation of nuisance 
complaints the concept of home 
safety can be brought directly to 
the attention of households. 

2. When food processing or han- 
dling plants are inspected, safety can 
be promoted as well as cleanliness. 

3. Sanitarians conducting insect 
and rodent control have the oppor- 
tunity to detect accident hazards 
and to advise or assist on corrective 
measures. At the same time, they 
also have the opportunity of explor- 
ing the subject of accidental poison- 
ings. 
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4. Since the sanitation section fre- 
quently plays a leading role in the 
regulation and inspection of institu- 
tional facilities it has the oppor- 
tunity to detect and eliminate acci- 
dent hazards there. 

5. Recreational facilities, especial- 
ly neighborhood and private swim- 
ming pools, require more than advice 
and assistance on water treatment. 
They are sources of many accidental 
injuries. 

6. Finally, the sanitary engineer 
and sanitarian can contribute mate- 
rially to the study of housing in his 
community, and to the establishment 
of neighborhood improvement cam- 
paigns, urban rehabilitation pro- 
grams, and housing codes designed 
to prevent the deterioration of exist- 
ing housing as it ages and as condi- 
tions of occupancy change. 


Aerosol Methods Applied 
To Drinking Fountains 


Aerosol studies will tell us if 
drinking fountains are a potential 
vehicle of disease transmission, ac- 
cording to Dr. W. N. Mack, professor 


Chronic Diseases 


National Program Aids 
Cancer Chemotherapy 


The national cancer chemotherapy 
program, initiated in 1953, comprises 
one of the greatest mobilizations of 
resources ever undertaken to con- 
quer a single disease, said Dr. Ken- 
neth M. Endicott, chief, Cancer 
Chemotherapy National Service Cen- 
Health Both 
government private agencies 
have joined forces in this program 


ter, Public Service. 


and 
of accelerated research on cancer 
chemotherapy through encouraging 
voluntary studies in 
certain areas and at the same time 
supporting individual investigators 


cooperative 


of microbiology and public health, 
Michigan State University. 
Preliminary investigations 
Mack said, that viable virus particles 
recovered by the 
method. After feeding T; 
phage into an angle jet stream of a 
drinking fountain, 630 liters of air 
were col- 


show, 
can be aerosol 
bacterio- 


from surrounding areas 
lected at 5-minute intervals, 14 inches 
above the rim of the bowl. Three 
samples out of five contained 2.1, 
52.0, and 2.3 virus particles per liter 
of air tested. 

Aerosols from the splash of the 
drinking fountain incon- 
stant amounts of virus, Mack said, 


produced 


because drops of water from the 
fountain were influenced by the sam- 
pler’s air flow, and the fountain did 
evenly dispersed 
The distance 


not produce an 
atomization of virus. 
at which viable virus particles may 
be collected, be reported, is at least 
48 inches from the apex of the stream 
and in the opposite direction from 
the flow. 

To determine whether the drink- 
ing fountain is a potential health 
hazard or not, Mack pointed out that 
the sanitarian need only apply the 
available tools and methodology. 


Sponsoring agencies of the 
gram are the National Cancer Insti- 
tute, the American Cancer Society, 
the Damon Runyon Memorial Fund 
for Cancer Research, the Veterans 
Administration, the Atomic Energy 


pro- 


Commission, and the Food and Drug 
Administration. 


Program Organization 

One of three groups under which 
the program has been organized is 
the Cancer Chemotherapy National 
Committee. This policymaking 
group is composed of a member from 
each of the sponsoring agencies, a 
member-at-large, and a member from 
the pharmaceutical industry. 

Another group is the Industry Sub- 
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committee which advises on indus- 
trial problems and promotes indus- 
trial participation in cancer chemo- 
It is composed of 

executives who 


therapy research. 
industrial research 
serve as private individuals and not 
as company representatives. 

The Cancer Chemotherapy Na- 
tional Service Center, the third 
group, has a full-time staff which ad- 
ministers the program recommended 
by the national committee, organizes 
and operates the needed technical ad- 
visory panels, arranges for the ex- 
change of information, promotes co- 
operation among. scientists, and 
otherwise implements the national 
program. 

The existing program is a mixture 
of empiricism, exploration of exist- 
ing leads, and support of that basic 
research which appears to offer the 
possibility of yielding useful infor- 
mation, Endicott stated. At pres- 
ent too little is known of the nature 
of cancer and the agents that tempo- 
rarily inhibit its growth to allow dis- 
earding any likely material without 
at least a preliminary trial, he said. 


National Service Center 


To give the program direction, the 
center established five technical ad- 
visory panels: chemistry, screening, 
pharmacology-biochemistry, endocri- 
nology, and clinical studies. 

Some 45,000 materials are sent an- 
nually to the center for antitumor 
test by research organizations, uni- 
versities, and pharmaceutical and 
chemical companies. These ma- 
terials are screened against three 
types of mouse cancer—sarcoma 180, 
-arcinoma 755, and leukemia L1210— 
especially chosen for their ability to 
indicate anticancer agents. Six 
screening laboratories are under con- 
tract to the center, and negotiations 
are under way with several phar- 


maceutical companies for inplant 
screening. 

For the development of better 
screening methods, microbiological 


methods, tissue culture, and human 
tumors in animal hosts are under 
study. Also being sought are reli- 
able biochemical techniques for in- 
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dicating the cancer destroying prop- 
erties of chemicals, hormones, and 
antibiotics. 

When a pharmacological 
pound is found to have anticancer 
activity in the screening, animal 
studies are made to see what hap- 
pens to the drug in the body. Before 
human trial is initiated, proper dos- 
age and toxicity are determined. 

Clinical trials are made by 11 co- 
operative study groups which repre- 
sent more than 100 medical schools 
and hospitals in different parts of the 
country. End results are analyzed 
through tumor registries which are 
set up to provide data annually on 
all types of cancer and to undertake 
special studies on the effect of vari- 
ous treatments. 

For better communication of re- 


com- 


search findings, a documentation 
center for information on cancer 


chemotherapy has been established at 
the center. <A current bibliography, 
beginning with 1946, is available, 
and a series of reports are being 
issued to qualified investigators. 

Other services offered by the 
center include procurement of chem- 
icals and radioactive compounds for 
research purposes, arrangements for 
screening, pharmacological studies, 
and arrangement of  interinstitu- 
tional cooperative clinical trials for 
large-scale evaluation of promising 
compounds. Information on _ tech- 
nical problems as well as on grants, 
fellowships, and travel funds is also 
provided. 

Industrial participation, which has 
been mainly limited to the submis- 
sion of compounds, will be expanded 
through contracts made possible by 
recent congressional appropriation, 


Endicott reported. Firms will under-’ 


take research and development pro- 
jects as well as “target” or applied 


programs. Work will cover inplant 
screening, syntheses of potential 
anticancer agents, pharmacology, 


methodology, and 
drug development. 

Evidence that the clinical course 
of cancer can be influenced by chem- 
icals has aroused the interest and 
support of the pharmaceutical indus- 
try, research organizations, private 


other phases of 


investigators, and the Government. 
The cooperation of these groups 
makes possible a continuous, con- 
certed effort toward the chemical 
control of cancer, Endicott con- 
cluded. 


Anticancer Agents Tested 
As Surgery Adjuvant 


The efficacy of anticancer agents 
as an adjuvant to excisional surgery 
is on trial at a group of university 
surgery departments and a group of 
veterans hospitals. 

These closely supervised studies, 
organized in November 1956 under 
the auspices of the Clinical Panel of 
the Cancer Chemotherapy National 
Service Center, were described by 
Dr. George E. Moore, director of 
the Roswell Park Memoriak Insti- 
tute, Buffalo, N. Y. 

Surgery, even when all gross evi- 
dence of the tumor is removed, and 
irradiation of the operative area do 
not cure all patients, Moore said. He 
pointed out that free tumor cells 
may spread through the lymphatic 
and vascular systems, or they may 
exfoliate into a body cavity. About 
half of the blood samples obtained 
from veins draining malignancies of 
the lung and gastric intestinal tract 
contain tumor cells, he reported. 

Moore termed logical an attempt to 
destroy by chemical compounds the 
widespread cancer cells remaining 
after surgery since the majority of 
patients die from metastasis of the 
‘ancerous cells rather than from 
local recurrence. 

In experimental work, he reported, 
chemotherapeutic agents have been 
effective against unestablished tu- 
mors, although they were ineffective 
in curing the same type of estab- 
lished tumors. 


Highly Toxic 


Moore warned, however, that ad- 
juvant chemotherapy has not been 
established and is not recommended 
for general use. With few excep- 
tions, all compounds active against 
tumors are extremely toxic when 
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given in effective dosages, he said. 
The cooperative studies, Moore ad- 
vised, should yield valid informa- 
tion in the shortest possible time with 
the least possible risk to patients. 

In the first studies, cancers of poor 
prognosis were selected for obser- 
vation. The parallel investigations 
at a large number of hospitals were 
planned to insure an adequate num- 
ber of study patients within a 1-year 
period. 

Triethylenethiophosphoramide 
(TSPA) is under test in conjunction 
with surgery for carcinoma of the 
stomach in one study. <A _ second 
study concerns the use of nitrogen 
mustard in patients with resectable 
lung cancer. 

Under consideration are studies of 
colon and rectal carcinoma and 
breast cancer, using TSPA, and 
eancer of the ovary, using an alkyl- 
ating agent or radioactive isotope. 


Study Protocol 


Moore outlined as representative 
the protocol of the gastric cancer 
study, followed in the separate in- 
vestigations by the various hospitals. 
Patients with nonresectable lesions 
or physical conditions that indicate 
increased risk to chemotherapy are 
excluded. Eligible patients are as- 
signed by random selection to experi- 
mental and control groups, with the 
assignment unknown to the surgeon 
until after completion of the excision. 

At surgery the scheduled dosage 
is administered into the systemic 
vein and into the peritoneal cavity 
before closing the abdomen. Post- 
operative dosages are given intra- 
venously on the 1st and 2d days. 

Followup examinations are de- 
signed to obtain immediate informa- 
tion on the effect of the chemothera- 
peutic agent upon the blood-forming 
system and to yield subsequent in- 
formation on _ survival. Survival 
was adopted as the only criterion of 
effectiveness. 

Moore stressed the importance of 
the central statistical unit, which 
must provide the randomization 
techniques, index patients admitted 
to the study, check on the accuracy 
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of the data gathered, verify survival 
periods, and, finally, the 
value of the therapy. 

Final assessment of Triethylene- 
thiophosphoramide as an adjuvant 
agent against carcinoma of the 
stomach should be possible within 2 
years after completion of the study, 
Moore said. 


assess 


Environment Holds 
Brain Tumor Clue 


The first study on the epidemiol- 
ogy of tumors of the central nervous 
system showed that an _ environ- 
mental factor may be associated 
with these tumors, according to Dr. 
Thomas F. Mancuso, chief, division 
of industrial hygiene, and Dr. Eliza- 
beth Jackson Coulter, chief statis- 
tician, division of vital statistics, 
Ohio Department of Health. 

The authors, using data on resi- 
dents of Ohio, 25 to 64 years of age, 
who died of tumors of the central 
nervous system during the period 
from 1944 to 1952, found variations 
according to geographic location, 
population group, and _ industry. 
Death certificates, histological ex- 
aminations, X-rays, angiograms, 
and ventriculograms were the 
sources of their data. 


High Urban Rate 


Data on residence of white males 
showed that the 8 metropolitan 
counties had a standardized mor- 
tality ratio of 110.1, that 7 urban 
counties had a 97.3 ratio, and that 
the remaining 73 rural counties had 
an 84.4 ratio compared with the 
whole State. Counties were classi- 
fied as metropolitan if they had 
cities of 100,000 or more; as urban 
if they had 50,000 or more persons 
living in urban areas. 

In Summit County, Ohio, deaths 
of white men due to brain tumors 
were significantly higher than ex- 
the mortality 
experience in the State—77 com- 
pared with 53.8. For white men, 
Summit County’s average annual 


pected on basis of 


age-adjusted rate, 8.06, was the 
highest among Ohio’s 8 metropolitan 
counties, whose total rate was 6.26. 

The metropolitan counties had 602 
deaths due to tumors of the central 
nervous system among white 
and 415 among white women of the 
same age group during the 144 to 
1952 period. 

These counties, the authors 
found, had a higher average annual 
mortality rate per 100,000 for men 
than for women. The age-adjusted 
rate for the counties for men was 
6.26 compared with 4.22 for women. 
In each county the rate for men ex- 
ceeded that for women. 

Mancuso and Coulter compared 
average annual death rates per 
100,000 for native white, foreign 
born white, and nonwhite males. 
The age-adjusted rate for foreign 
born was 5.89, for native white 4.25, 
and for nonwhite, 3.17. 

Data on length of residence in the 
metropolitan counties at the time of 
death showed 45 of 81 foreign born 
white males and 215 of 367 native 
white males died after 20 or more 
years of residence. 


men, 


also 


Industry as a Factor 


Variations by industry and length 
of employment were also factors in 
deaths from brain tumors, the au- 
thors reported. Their statewide 
data covered 934 white males who 
died of tumors of the central nerv- 
ous system in the period 1944-52. 
The employment histories of each 
death were reviewed to determine 
the industry in which the person 
worked in 1939, by age at that time. 

In addition, the period of employ- 
ment in the industry recorded in 
1989 was determined. Industry 
rates of employment in 1939 were 
computed on the basis of population 
data in the 1940 U. 8S. 
adjusted for age on the basis of the 
total population of continental 
United States. 

Deaths due to tumors of the cen- 
tral nervous system were identified 


census and 


in three major industry groups of 
agriculture, construction, and manu- 
facturing. Within the manufactur- 
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ing group approximately 10 specific 
industries were studied. The result 
showed considerable variation in 
rates. The lowest rate for the three 
broad industrial groups occurred in 
agriculture. Several specific manu- 
facturing industries, on the other 
hand, showed relatively high mor- 
tality. 

On the basis of their data, Man- 
ecuso and Coulter concluded that 
exploration of environmental fac- 
tors may provide clues to the 
etiology of tumors of the central 
nervous system. 


Finds Ethnic Extremes 
In Cervical Cancer 


Cancer of the uterine cervix is 
nearly four times as common among 
non-Jewish white women of New 
York City as in Jewish women of 
either New York or Israel. 

Incidence rates are consistently 
low for cancer of the cervix—4.8 per 
100,000—among Jewish women in 
both areas although habits, customs, 
and geographic origins of the two 
groups are not identical. By con- 
trast, the rate for non-Jewish white 
women in New York City is 17.3, 
and it is 39.1 for selected urban 
areas in the United States. 

These findings were reported by 
Dr. Lucia J. Dunham of the Labo- 
ratory of Pathology, National Can- 
cer Institute, from studies pursued 
with Dr. Harold F. Dorn, chief, 
Biometrics Branch, National Insti- 
tutes of Health. 

Cervical cancer seems to be a 
frequent form of malignancy in 
Puerto Rican and nonwhite women, 
according to Dunham and Dorn. 
The incidence for Puerto Rican 
women was 111.3 per 100,000 while 
the rate for nonwhite women was 
54.5 per 100,000 in the groups 
studied in New York City. 

Individual interviews of patients 
were conducted to obtain infor- 
mation on social, medical, surgical, 
menstrual, marital, and pregnancy 
histories. A total of 3,514 women, 
including 2,418 Jewish women and 
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1,096 non-Jewish white women, were 
interviewed between 1951 and 1953 
in New York City and Israel. Fewer 
than half of them had cancer. The 
remainder were hospital patients 
without cancer, interviewed as con- 
trol cases. 

Durnham and Dorn emphasized 
that this is a preliminary report on 
the methods used in a study of wom- 
en with uterine cancers in different 
geographic areas and racial groups. 
“We hope a scientific basis will be 
established for the study of factors 
which may shed light on reasons for 
differences in cancers of the uterine 
cervix in several population groups,” 
they said. 


Cytological Facilities 
For Cervical Lesions 


A widespread deployment of cyto- 
logical diagnostic facilities would be 
of invaluable assistance in the early 
detection and treatment of cervical 
lesions, presumed to be a preinva- 
sive form of cancer. Of equal im- 
portance, these facilities would 
enable us to arrive at an understand- 
ing of the biology of cervical “car- 
cinoma and its epidemiology. 

These were the main contentions 
of Dr. John K. Frost, assistant pro- 
fessor of gynecology, Johns Hopkins 
School of Medicine, and associate 
professor of pathology, University 
of Maryland School of Medicine, 
Baltimore. 

Through the use of exfoliative 
cytology, he said, the preinvasive 
form of cervical cancer has been de- 
tected in 97 percent of the women 
in whom it is known to occur. This 
may be contrasted with the disap- 
pointingly infrequent detections by 
physical examination alone. 

Cytological detection of these 
lesions of carcinoma-in-situ, has re- 
sulted in early treatment, which 
Frost believes has contributed in- 
creasingly to the conservation of 
life. 

But there is still some distance to 
go, Frost observed, before the bio- 
logical behavior of cervical lesions 


is completely understood. Estab- 
lishing adequate cytological diag- 
nostic facilities would shorten that 
distance considerably. 


Rheumatic Fever Cases 
Exceed Morbidity Reports 


A study of rheumatic fever prev- 
alence in Minnesota showed that 
2,600 cases were diagnosed and 
treated in 1955, although 187 cases 
is the State’s yearly reported aver- 
age (1950-54). 

Reporting of the disease is re- 
quired by law, but such reporting is 
known to be incomplete, stated Dr. 
A. B. Rosenfield, director, division of 
special services, Minnesota Depart- 
ment of Health, who made the study. 

To obtain accurate information on 
prevalence, Minnesota’s Heart As- 
sociation, the State Department of 
Health, and the Heart Committee of 
the State Medical Association sent 
questionnaires to 3,063 State Medical 
Association members in September 
1955. 

In 1,519 replies, 597 physicians re- 
ported 2,297 cases over 12 months, 
averaging 3.8 cases per physician 
reporting cases. 

The large number of cases re- 
ported in the survey and the small 
number reported to the State health 
department raised two questions, 
Rosenfield declared. How many of 
the 2,297 cases were actually identi- 
fiable? How many met accepted 
diagnostic criteria for rheumatic 
fever? 


Physicians Interviewed 


To find the answers, 65 physicians 


_ (11 percent) who reported 13 per- 


cent of the cases in the survey and 
240 physicians (16 percent) who did 
not return questionnaires were inter- 
viewed. Case records were also re- 
viewed and data abstracted on a 
checklist of Jones’ criteria for diag- 
nosis of rheumatic fever. 

Interview data from 
sicians who returned 
naires showed : 

281 cases of rheumatic fever were 

reported. 


65  phy- 
question- 
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225 cases were identified as actual 
cases through records or inter- 
view. 

202 cases qualified under Jones’ 
diagnostic criteria. 

113 cases were in females, 112 in 
males. 

152 cases were in children under 
15 years of age. 

41 of the physicians were general 
practitioners, 15 internists, 7 pe- 
diatricians, and 2 surgeons. 


Interview data from 240 physi- 
cians who did not return question- 
naires showed: 

74 physicians treated 177 cases of 
rheumatic fever. 
158 cases qualified as actual cases 
under Jones’ diagnostic criteria. 
65 cases were in females, 112 in 
males. 
114 cases were in children under 
15 years of age. 
105 of the physicians were gen- 
eral practitioners, 30 surgeons, 28 
internists, 10 pediatricians, and 67 
others eye, ear, nose and throat 
specialists, dermatologists, psy- 
chiatrists, urologists, orthopedic 
surgeons, obstetricians, gynecolo- 
gists, or radiologists. 


Reports from the two groups of 
physicians showed differences in per- 
centages of cases meeting Jones’ 
major and minor criteria for rheu- 
matic fever. 

But in the reporting group 52 per- 
cent of the cases met 2 major criteria, 
and 38 percent met 1 major and 2 
minor criteria. In the nonreporting 
group 45 percent of the cases met 2 
major criteria, and the same per- 
centage met 1 major and 2 minor 
criteria. Under Jones’ criteria 90 
percent of the cases in both groups 
qualified as rheumatic fever. 

In both groups general practi- 
tioners diagnosed and treated 75 per- 
cent of the cases and internists and 
pediatricians 20 percent. Two-thirds 
of all cases of rheumatic fever oc- 
eurred in children under 15 years. 


Conclusions 


The followup studies, statistically 
designed to confirm or revise the 
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2,297 cases originally reported in the 
survey, proved to Rosenfield that 
1,650 cases were actually treated 
by the entire group of physicians re- 
turning questionnaires. 

The interviews with the 240 
physicians who had not returned 
questionnaires showed 74, or 30.5 
percent, had treated rheumatic fever, 
while 597, or 39.3 percent of those 
replying in the survey, reported 
cases. This indicated the 1,507 non- 
repliers in the original survey 
treated approximately 1,000 cases. 

Rosenfield concluded that Minne- 
sota had 2,600 cases of rheumatic 
fever in 1955, that the disease con- 
tinues to be prevalent in the State, 
and that it constitutes a serious 
hazard. 


Recurrence Rates Decline 
For Rheumatic Fever 


Rheumatic fever recurrence rates 
in patients aged 2-20 years showed 
a decline during a 21-year study, 
1936-56, conducted at the New York 
Hospital cardiac rheumatic clinic. 

According to Dr. May G. Wilson, 
Dr. Wan Ngo Lim, and Dr. Ann 
McA. Birch, all pediatricians with 
the Cornell University Medical Col- 
lege, the decline appeared to coin- 
cide with progressive improvement 
in socioeconomic status for the ob- 
served patients. 

The downward trend in recurrence 
rates antedated the antimicrobial 
era and did not appear to be sharper 


Dental Health . . 


Fluoridation System 
Devised for Home Use 


Users of private water supplies 
may soon be able to enjoy the bene- 
fits of fiuoridated drinking water, 
according to statements by F. J. 
Maier, sanitary engineer, Division 
of Dental Public Health, Public 
Health Service. 


for 1952-56 when antibiotics were 
administered either therapeutically 
or prophylactically, the authors 
stated. 

During the study period 782 chil- 
dren, who contributed 5,663 person- 
years, had a total of 613 recurrences, 
giving a crude overall rate of 10.8 
percent per year. Twenty-one con- 
secutive annual recurrence rates at 
ages 2 to 20 years gave a mean rate 
of 9.8 percent per year. There was 
a statistically significant downward 
trend, with a slope of —0.4 percent 
per year, in the annual recurrence 
rates from 1937 to 1956. The individ- 
ual rates for 1936-41 were signifi- 
cantly above the mean rate, and sig- 
nificantly below for 1955-56. 

The approximate chance of a re- 
currence in any one year for all chil- 
dren 6 to 13 years of age declined 
from 1 in 4 before 1944 to 1 in 7 
between 1944 and 1956. For those 
aged 14 to 20 years the chances fell 
from 1 in 16 to 1 in 35. 

General improvement in the 
standard of living in Greater New 
York City during the years 1936-56 
was reflected in the socioeconomic 
composition of the clinic population, 
the authors stated. They explained 
that the relative percentage of 
patients in the best environmental 
group increased, and those in the 
poorest socioeconomic status de- 
creased. Recurrence rates were gen- 
erally lower in the more favorable 
environmental group, and for the 


poorest environmental group the 
rates did not follow the decline 


noted for the total clinic population. 


For the past 2 years, a device for 
fluoridating individual water sys- 
tems has been in use in four subur- 
ban homes in Maryland. Fluorida- 
tion has been accomplished with the 
utmost safety and with remarkable 
consistency and precision, the report 
indicated. 

Indispensable to satisfactory op- 
eration of home fluoridation equip- 
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ment is proper maintenance, Maier 
said. A service to provide fiuori- 
dated water similar to services now 


providing chlorinated water, sof- 
tened water, or bottled water was 
recommended as a_ practical and 


profitable enterprise. 

The tasks of a fluoridation service 
would include analysis of the un- 
treated water; provision, installa- 
tion, and maintenance of equipment ; 
periodic inspection of the installa- 
tion, replenishment of the fluoride 
solution, and adjustment of the dos- 
age; and eventually removal of the 
equipment. 

The cost for the service, including 
a $1.50 profit, is estimated to be $3.00 
per month. It could be less, depend- 
ing on the number of customers, dis- 
tances traveled in servicing the 
equipment, and the like. 

So far fluoride-feeding devices are 
available only for homes with elec- 
trically driven pumps which dis- 
charge into a pressure tank, but 
devices can be developed for other 
types of private water supply 
systems. 

In the Maryland experiment, two 
types of feeders have been tried. 
One is actuated by a solenoid which 
is energized periodically through a 
rectifier by means of an electric 
timer. The other is hydraulically 
operated, the driving energy being 
derived from the water pressure in 
the distribution system. 

These two types, both commer- 
cially available, appear to be equally 
accurate, but the hydraulic model 
seems to operate more smoothly, ac- 
cording to Maier. With the hydrau- 
lic model, he pointed out, there is no 
possibility of operation when the 
pump switch is on but no water is 
being delivered. 

During most of the testing period, 
the units were serviced each month, 
although replenishment of fluoride 
solution was not required for about 
Minor repairs, such as 
repair of 


3 months. 

replacement of fuses, 
leaks, or replacement of 
parts, had to be made occasionally. 
These affected the continuity of feed- 


ing, but they did not affect at ali the 


plastic 
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safety of the procedure from the 
standpoint of overdosing. 
Maier estimates that currently 


about 20 million homes housing 60 
million people have private, individ- 
ual water sources, and he believes 
the proportion is increasing slightly 
each year. 

Topical application of fluorides, 
use of bottled fluoride water, and use 
of pills containing fluoride are 
among the methods suggested for 
bringing the benefits of fluoride to 
these people. But these methods, ac- 
cording to Maier, are expensive, diffi- 
cult to administer, or hazardous in 
comparison with fluoridation of the 
water supply. 

All known experience and infor- 
mation indicate that fluoridation 
of the existing water supply is the 
best method from the standpoint of 
both safety and effectiveness. 


Precision in Fluoridation 
Judged a Necessity 


Maximum benefit to teeth from 
fluoride depends on maintenance of 
the fluoride content of the water 
supply at the established optimal 
level, declared Grace C. Scholz and 
Floyd B. Taylor, of the Public Health 
Service, and W. L. Harris, water 
plant supervisor in Grand Rapids, 
Mich. Miss Scholz is chief of statis- 
tical services, Division of Dental 
Public Health, and Mr. Taylor is 
sanitary engineer, Division of Sani- 
tary Engineering Services. 

Reporting a study which revealed 
that two cities failed to keep the 
fluoride content up to the desired 
level, they urged periodic, current de- 
terminations of fluoride content and 


immediate correction of deficiencies. 


They recommended simple statistical 
analysis of series of water test re- 
sults, preferably at intervals not ex- 
ceeding 3 months. 

Fluoridation public health 
measure will not be judged by the 
maximum results that a properly 
conducted study can effect but by its 
actual achievement in preventing 
dental caries in all communities 
where it is practiced, they warned. 


as a 


It was observed that State health 
departments frequently establish 
recommended levels of fluoride con- 
centration and a maximum level that 
is never to be exceeded, but that little 
concern is evidenced when fluoride 
concentrations fall below the recom- 
mended level. 

The study was conducted in two 
unidentified cities in the east and in 
Grand Rapids, Mich. It was based 
on water sample analyses performed 
and recorded as part of normal plant 
operations. 

Grand Rapids achieved remarkable 
precision in meeting the objective of 
1.0 to 1.1 p.p.m. fluoride. In clear- 
well samples, the mean fluoride con- 
tent during a 10-year period was 
1.07 p.p.m., with a standard devia- 
tion of only 0.06 p.p.m. Findings for 
samples from the distribution sys- 
tem during the same period were 
comparable. ‘ 

The two eastern cities, however, 
fell far below their fluoridation aim. 
In one the mean for samples from the 
distribution system collected during 
a period of more than 2 years was 
0.62 p.p.m. with a standard deviation 
of 0.23 p.p.m. This city ceased 
fluoridation by action of the gov- 
erning council following suspension 
of the procedure by the water sup- 
erintendent. 

In the other eastern city, the mean 
for distribution system samples was 
0.66 p.p.m., and the standard devia- 
tion was 0.41 p.p.m., indicating a 
wide variation in the readings. 
Samples collected at the pumping 
station during a portion of the same 
period showed a mean of 0.76 p.p.m. 
and a standard deviation of 0.32. 

Officials in this latter city intro- 
duced corrective measures, and a 
subsequent 6-month series of samples 
showed improvement. The mean 
was 0.88 p.p.m. with a standard de- 
viation of 0.26 p.p.m. 

It was noted that the fluoridation 
experience of the two eastern cities 
is not unique. 

Fluoridation procedure presents no 
unusual technical difficulties, the re- 
port stated, but it requires that the 
water plant operator exercise the 
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same kind of care he customarily 
applies to other water treatment 
processes. 

Accuracy in fluoride feeding may 
be difficult in some instances, but it 
is never impossible. 

Major direct responsibility for 
surveillance of the fluoridation pro- 
cess belongs to the health department 
engineer. Dentists, however, are in- 
directly accountable, the report 
pointed out. They have predicted 
and promised benefits. Their in- 
difference to the necessity of main- 
caining a precise fluoride level could 
bring them discredit should fluori- 
dation be condemned because inade- 
quate procedures produced inade- 
quate results. 


Responsibilities for 
Dental Hygienists 


Increased responsibilities would at- 
tract more dental hygienists to pub- 
lic health service, commented Martha 
Howard Fales, dental health coordi- 
nator, Brookline, Mass. 

The primary reason for the short- 
age of dental hygienists, Fales main- 
tained, is that few are given the 
opportunity to use their capacities 
to the full, with the result that their 
work seems unattractive. 

Recruitments, Fales said, are not 
replacing those lost through death 
or retirement. Asa result, more and 
more public health dentists have had 
to undertake duties normally per- 
formed by the hygienist. 

Responsibilities, Fales observed, 
may be added to the dental hygien- 
ist’s role according to the level of 
competency. There are three such 
levels: the certificate dental hygien- 
ist, the dental hygienist with a bach- 
elor’s degree, and the dental hygien- 
ist with graduate training in public 
health. Fales suggested the follow- 
ing responsibilities that could be as- 
signed to each level of competency. 


Certificate Dental Hygienist 


Educate patients, particularly chil- 
dren, in dental procedures and dental 
health facts. 
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Educate patients in the require- 
ments and routines of the clinic. 

Screen clinic cases from referrals 
to private dentists. 

Conduct community dental surveys. 

Take roentgenograms for commu- 
nity surveys or for research studies 
as well as in the clinic. 

Do all prophylactic work for clinic 
patients or for demonstration pro- 
grams. 

Make topical fluoride applications. 

Make occlusal evaluations, code 
findings, and make models. 

Take charge of clinic supplies, and 
inform staff of availability of new 
materials. 


Degree Dental Hygienist 


Screen patients; record and inter- 
pret findings for others. 

Compile data on clinic functions 
and activities for the director. 

Undertake major load of school 
dental health programs. 

Provide and interpret information 
for local groups. 

Act with or for the director in 
planning community projects. 

Work with welfare. volunteer, and 
veterans’ groups. 

Lecture before training schools and 
supervise field training experience. 


Graduate Dental Hygienist 


Administer town or county dental 
programs, coordinating the work of 
advisory dental committees with 
dental clinic programs. 

Participate in program planning 
and evaluation. 

Recruit for staff openings. 

Train new personnel. 

Help prepare annual reports and 
budget. 

Arrange field training visits and 
institutes. 

Work with dental hygiene train- 
ing schools and teacher training 
colleges. 


Urges States to Meet 
Dental Deficiencies 


The inadequate supply of dentists 
and dental hygienists makes it man- 


datory for State health agencies to 
play a larger role in dental health 
activities than they have up to now, 
commented Dr. Wesley O. Young, 
director, division of dental health, 
Idaho State Board of Health. 

State health agencies, Young said, 
must stimulate interest and action, 
coordinate joint cooperative action 
on State, regional, and national 
levels and serve as a source of tech- 
nical information. 

Since the basic objective of public 
dental health is to improve the oral 
health of the public through com- 
munity activities, it is imperative, 
Young asserted, that the supply of 
dental personnel be increased and 
the available resources be fully uti- 
lized in order to meet that objective. 

Various attempts, Young noted, 
have been made to meet the wide- 
spread lack of dental manpower. 
Fluoridation and emphasis on child 
dental care are two activities under- 
taken to reduce anticipated patient 
loads. In the western States, to 
which Young turned for ex- 
amples, expansion of present facili- 


his 


ties, reorganization of various units, 
and creation of new methods have 
been the principal activities in meet- 
ing the dental man- 
power shortages. 

In Colorado, Young said, the new 
dental school being built there will 
be, through the efforts of the State 
dental society, regional in character 
and will serve the entire Rocky 
Mountain area. In Idaho, the State 
dental society has provided scholar- 
ships for students of dental hygiene, 
and plans have been developed to 
expand one of the universities to in- 
clude a dental hygiene school. This 
school will offer courses leading to a 
certificate or a degree in dental hy- 
giene. In Nevada, the uneven dis- 
tribution of its population resulted 
dental care in 
regions. To 


problems of 


in inadequate 
sparsely populated 
serve these relatively isolated areas, 
the State dental society purchased 
a fully equipped dental trailer. 

In order to provide adequate 
dental manpower, four basic steps 
must be taken, Young said: (a) de- 
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termine present and future needs; 
(b) organize new facilities or ex- 
pand existing ones if supply will not 
meet expected demand; (c) utilize 
present and contemplated educa- 
tional facilities to meet State and 
regional needs; and (d) promote an 
equitable distribution of dental per- 
sonnnel to serve an equal number of 
patients. 


Nation’s Dentist Shortage 
Estimated at 13,500 


The number of dentists in the 
United States has become progres- 
sively disproportionate to public 
needs during the past 27 years, re- 
ported Dr. Quentin M. Smith, as- 
sistant chief, Division of Dental Re- 
sources, Public Health Service. 

Within the same period, he added, 
the public’s appreciation of good 
dental care, and the ability to afford 
it, have increased substantially. 

Estimating the current shortage of 
dentists in the United States at 13,- 
500, with California and States in 
the Great Lakes and southwest re- 
gions showing acute shortages, Smith 
pointed out a need to expand dental 
training facilities if the Nation’s oral 
health is to be protected. 


Calculating Needs 


In 1940, Smith reported, there was 
a ratio of $2.2 million of personal 
income to every dentist; in 1955, 
there was one dentist to every $4 
million. Thus, “when before the 
war we had 2 dentists, today we have 
only 1in relation to the same amount 
of purchasing power.” 

The fact that there is twice as 
much money available, however, 
does not necessarily mean that twice 
as many dentists could be used, 
Smith said, since competition for the 
consumer’s dollar has increased. For 
this reason, in order to find a basis 
for calculating the need for dentists 
a 1955 average was taken of all 
States, creating thereby a hypotheti- 
cal State having one dentist per $4.3 
million personal income. This value, 
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Percent increase needed in dentist supply to meet demand level 
of the top 24 States, 1955. 








Percent 


eS 30 and over 
Wy \5 to 30 


fF] under 15 
[_] none 


after proper weighting by an index 
of population characteristics known 
to affect demand for dentists’ serv- 
ices, was taken as representing an 
average level of “effective demand” 
for dentists. 

An average of the 24 States having 
the largest number of dentists in re- 
lation to income (1 per $3.6 millfon), 
weighted in the same manner, de- 
fined a second, more optimum level 
of effective demand. Using these two 
values as standards, Smith said den- 
tist requirements at either level of 
effective demand can be calculated 
for any State or area for which in- 
formation on income and population 
characteristics is available. 








Taking into account all factors, 
“we would need about 6,000 addi- 
tional dentists to provide every re- 
gion with a dentist supply big 
enough to meet the demand level be- 
ing met in the average State today, 
and it would take nearly 13,500 ad- 
ditional dentists to meet the demands 
equivalent to those being met in 
the top 24 States.” 

The regions needing the larges* 
numbers of dentists are, in order, 
Great Lakes, far west, Middle At- 
lantic, and southwest (see map). 
In addition, one State located outside 
these regions—South Carolina—has 
a particularly urgent need for den- 
tists. 


Records and Measurements .. . 


Improved Records Systems 
Seen Crucial Need 


More than 40 years ago Dr. 
Charles V. Chapin of the Public 
Health Service pointed out that the 
absence of readily available facts 
was responsible for the lack of sys- 
tem in public health programs and 


procedures. Yet today, reporting 
and recording systems are still in- 
adequate, according to Nancy W. 
Lucas, supervisor, records consult- 
ing unit, division of vital statistics, 
Ohio Department of Health, Colum- 
bus. 

Application of principles and tech- 
niques of office methods and records 
Management to public health rec- 
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ords, recruitment and utilization of 
personnel with special competence in 
records work, increased understand- 
ing and support of records work by 
administrators, and expansion of 
training facilities specifically de- 
signed for public health records per- 
sonnel are some of the steps needed 
to improve health department re- 
records, Lucas stated. 


ports and 


Records Systems 


Each element of a records system 
must be selected for its contribution 
to the whole because a breakdown in 
any one element will affect the func- 
tioning of the entire system. Accord- 
ing to Lucas, obsolete procedures, 
lack of attention to schedules for the 
disposition and retention of records, 
and delay in the progression of rec- 
ords from point of origin to final 
filing are some of the problems of 
records systems. 

Lucid, concise, 
cedures manuals are essential to the 
effective use of record forms, Lucas 
said. A reviewing body should cor- 
relate the forms used by various pro- 
grams and disciplines in the health 
department in order to avoid unnec- 
essary multiplication, to assure con- 
sistency in format, and to make sure 
that the size of the forms conforms 
to that of the filing equipment in the 
department. Before introducing a 
new form into a records system, re- 
vising or combining existing forms 
or changing procedures should be 
considered. 


up-to-date pro- 


Records Management 


Office management the 
planning, organization, and control 
of office activities but in the health 
department the activities often con- 
trol the office, Lucas stated. 

Perhaps the greatest handicap to 
good records work is lack of interest 
in and support of good office methods 
and records management on the part 
of administrators, health officers, 
and program directors, Lucas as- 
serted. Administrators frequently 
fail to make it clear to the staff 
that authority for certain operations 
has been delegated to the records 
clerk. They also sometimes allow 


implies 
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inefficient procedures to continue be- 
‘ause they do not see the need for 
change and do not give authority to 
anyone else to make changes in 
routine procedures. 

Although the records clerk has the 
principal responsibility for records, 
“ach member of the health depart- 
ment staff has some kind of records 
work to do. In local health depart- 
ments, where the clerk’s multiplicity 
of duties leaves insufficient time for 
records work, the burden of han- 
dling records falls on nurses and 
sanitarians, whose training and in- 
terests lie in other directions. 

Filing is one of the most important 
areas in a records system, Lucas 
stated. Also, she pointed out, be- 
cause of the many sources and types 
of information about each patient 
who comes to the attention of a 
health department, it is one of the 
areas of greatest confusion. To pre- 
vent misfiling and misplacing rec- 
ords, she suggested that one person 
be delegated to do all filing and 
refiling. 

Lucas recommended unit filing by 
person, place, or family whenever 
However, in large health 
departments, numerical systems 
have been found to be a satisfactory 
method. In departments which do 
not have a large volume of records, 
alphabetical are more 
practical. 


possible. 


systems 


Personnel and Training 


Too few clerical personnel and 
employment of persons with insufii- 
cient skill and training in elemen- 
tary office techniques hamper records 
work in health departments and 
make it necessary for other person- 
nel to spend too high a proportion of 
their time on records, Lucas stated. 
Public health administrators have 
little training in the principles and 
practices of office management ; phy- 
sicians, nurses, and sanitarians are 
not expected to be competent in this 
field; and personnel with sufficient 
training are not attracted by the 
status or salary of the clerical posi- 
tion offered, she said. 

There are practically no formal 
training courses for public health 


records personnel, and _ inservice 
training courses provide little ap- 
preciation of the importance of inte- 
grating records with the work of the 
entire health department or of the 
significance of records procedures, 
Lucas reported. 

Training courses for records per- 
needed, she 


should 


urgently 
concluded. These 
include instruction in office manage- 
ment, analysis of office methods, de- 


sonnel are 


courses 


sign and control of forms, filing 
methods and equipment, writing 


procedures, and coordination and 


utilization of data, she said. 


Laboratory Activities 
Need Evaluation Aids 


Properly prepared evaluation in- 
dexes help administrators measure 
the effectiveness of their programs 
and help win support for their bud- 
get requests, said Dr. Daniel Bergs- 
ma, New Jersey State Commissioner 
of Health. 

The most potent evaluation pro- 
cedure, he suggested, is a well-de- 
signed method of recording public 
health activities; for no program 
can be efficiently applied or eval- 
uated unless it is recorded. 

The evaluation indexes of the 
chemistry laboratory program of the 
New Jersey Department of Health 
covered personnel, method- 
ology, equipment, quarters, location, 
samples, and records. These indexes, 
according to Dr. Bergsma, were de- 
signed “to emphasize accomplish- 
ment rather than effort and to stress 
quality more than quantity.” 

Evaluating laboratory procedures, 
Bergsma said, must be viewed with- 
in the context of certain variables: 
the excess or lack of trained per- 
sonnel in relation to the job to be 
done; the availability of adequate 
tools and facilities ; the maintenance 
of balance between advanced train- 
ing and new needs; and the preser- 
vation of balanced relationships 
with those who are served. 

The criteria of these variables, he 
might become com- 


scope, 


pointed out, 
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pletely subjective unless objective 
measuring tools can be devised and 
applied. This does not imply that 
evaluation teams must be used; he 
found from his own experience that 
self-evaluation achieves adequate 
objectivity without consuming the 
time of an evaluation team. 

There is a need at present, Bergs- 
ma concluded, to find proper evalua- 
tion indexes to measure both quality 
and quantity of laboratory activities, 
and to find means of applying these 
indexes to State operated laborato- 
ries or those working under the ap- 
proval of the State department of 
health. 


Hospital Records Supply 
Information to Physicians 


Much useful information, some of 
it of real value to the practicing 
physician, is available in hospital 
records, stated Dr. Robert C. Hoff- 
mann, of the J. Hillis Miller Health 
Center, University of Florida, Gaines- 
ville, Fla. 

However, although a great deal of 
information can be extracted from 
hospital records at reasonable cost 
by the use of mechanical devices, 
physicians need training and statis- 
tical guidance to enable them to use 
this information, Hoffmann declared. 

Most practicing physicians make 
little use of hospital records, Hoff- 
mann reported. They complete the 
records with effort, file them, and, 
except for clinical use of records of 
patients admitted to the hospital 
more than once, seldom use the rec- 
ords again. Perhaps this is because 
the information in hospital records 
is not easily accessible and few physi- 
cians have enough statistical training 
to appreciate the value of the infor- 
mation in them, Hoffmann suggested. 


Potential Uses of Records 


All physicians are interested in in- 
formation which summarizes their 
own hospital practice and provides 
information with which they can 
compare their own practices and 
those of their colleagues, Hoffmann 
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said. Properly summarized records 
can give the physician a picture of 
the changes in the prevalence of 
hospitalization and in the incidence 
of disease and of the popularity of 
certain surgical procedures. In this 
connection, a practicing physician 
might ask his hospital for a periodic 
summary on his own patients and for 
summaries on all patients in the hos- 
pital. : 

The hospital record provides in- 
formation on current practices and 
makes it possible to compare these 
practices with the results of re- 
search, Hoffmann pointed out. For 
example, in a recent study of records 
of patients hospitalized for coronary 
disease, it was found that treatment 
with anticoagulants had been given 
to only two-thirds of those who 
probably could have been benefited 
by this treatment. 

Hospital records also make it pos- 
sible for physicians to acquire infor- 
mation on a new treatment being 
used by their fellow practitioners, 
Hoffmann stated. A pool of infor- 
mation such as can be found in hos- 
pital records will increase’ the 
rapidity with which the effectiveness 
of the new treatment can be-estab- 
lished. Hoffmann recommended that 
this use of hospital records be ex- 
panded. Furthermore, he said, in 
cooperative studies conducted in two 
or more hospitals, patients’ records 
can provide data much more rapidly 
than can a study in a single hospital. 

Hoffmann said that, with punch- 
card equipment and electronic ma- 
chines for handling data, it is not 
difficult to abstract information from 
hospital records. The only limita- 
tions are the amount of information 
in the records and the amount of 
money spent. 


Statistical Training of Physicians 
Much more difficult than setting up 
an abstracting system is the problem 
of training physicians in the use of 
the abstracted information, Hoff- 
mann stated. Such information can- 
not be used to the best advantage 
because many physicians are un- 
familiar with statistical methodol- 
ogy, he said. However, since some 


medical schools do not employ a 
statistician, in his opinion, few 
physicians can be expected to be 
familiar with statistical methods. 

The responsibility for training 
physicians in basic statistics lies 
with statisticians and, as a profes- 
sional group, they have done little to 
acquaint the members of other pro- 
fessions with the statistician’s func- 
tions, Hoffmann stated. 

In closing, he expressed concern 
about the role of the statistician in 
medicine and reported that a mo- 
tion to seek joint meetings with 
medical organizations had _ been 
passed at the last meeting of the 
Eastern North American Region of 
the Biometric Society. Eventually, 
he said, a separate medical statisti- 
eal organization probably should be 
established. 


Study of Death Certificates 
Shows Diagnostic Difficulties 


Complete and unfailing accuracy 
of antemortem diagnosis is unattain- 
able, and insistence on absolute ac- 
curacy in the medical certification 
of causes of death is unreasonable. 
However, a study of diagnostic evi- 
dence available in support of re- 
corded causes of death in Pennsyl- 
vania suggests that diagnostic data 
on which medical certifications are 
based are of a relatively high order 
of quality. 

The study was conducted in co- 
operation with the Pennsylvania 
Department of Health for the pur- 
pose of determining the possibilities 
of developing measures of the qual- 
ity of medical certifications of death 
and to ascertain the problems in- 
volved in the conduct of a study of 
this kind. The results were re- 
ported by Dr. Iwao Moriyama, of 
the National Office of Vital Statis- 
tics, and Dr. William S. Baum and 
William M. Haenszel, of the Na- 
tional Cancer’ Institute, Public 
Health Service. 

The causes of death included in 
the study were tuberculosis, malig- 
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nant neoplasms, with special refer- 
ence to cancer of the respiratory 
system, diabetes, all cardiovascular- 
renal diseases, influenza and pneu- 
monia, and cirrhosis of the liver. 

A questionnaire was sent to each 
physician who had signed a death 
certificate, asking for information 
on diagnostic methods and findings 
on which the certification of cause of 
death was based, an expression of 
his certainty of the diagnosis, and a 
revised diagnosis if his opinion had 
changed since he signed the death 
certificate. Questionnaires were 
also sent to the physicians, if any, 
who had attended the patient be- 
fore the certifying physician. Cor- 
oners and medical examiners were 
also queried. 

An internist directed the review 
of the questionnaires and original 
death certificates for type and 
amount of supporting diagnostic in- 
formation, consistency between med- 
ical certification and diagnostic in- 
formation, and the physician’s ex- 
pression of his certainty of the diag- 
nosis. Both clinical and pathological 
information were considered. The 
reviewer's Own impression of the 
certainty of diagnosis was added to 
the information obtained from the 
questionnaires and death certificates. 


Diagnostic Information 


Apparently most deaths are certi- 
fied by the general practitioner rath- 
er than by the specialist, and, except 
for deaths from cardiovascular- 
renal diseases, relatively few deaths 
from the causes studied are certified 
by coroners or medical examiners. 
However, these deaths from cardio- 
vascular-renal diseases can signifi- 
cantly affect the statistics. 

The kind and amount of diagnostic 
information reported as being avail- 
able to the physician certifying the 
cause of death varied considerably, 
from sketchy information in 38 per- 
cent of the deaths to good or very 
good information in 58 percent. The 
quality of reported information on 
diagnostic methods was best for ma- 
lignant neoplasms; diagnostic infor- 
mation was “very good” for 68 
percent of deaths from this cause. 
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For the other diseases studied, qual- 


ity varied considerably with the 
cause of death. 
The ratings of consistency be- 


tween the medical certification and 
the reported diagnostic information 
indicated that for 79 percent of the 
deaths, the reported causes of death 
were the most probable diagnoses. 
For the medicolegal cases, however, 
the percentage was only 61 percent. 
In the 5 percent of deaths for which 
the certifying physician changed his 
diagnosis, the reviewer usually 
agreed with the new diagnosis. 

The reviewer’s scores of the 
amount and kind of information re- 
ported, the reasonableness of the 
physician’s diagnosis, and the re- 
viewer’s own opinion of the accuracy 
of the diagnosis reported were com- 
bined and the diagnoses’ were 
grouped into four categories— 
“solidly established,” “reasonable,” 
“in doubt,” and “probably wrong.” 
Diagnoses were apparently solidly 
established in 48 percent of the cases, 
reasonable in 36 percent, doubtful in 
10 percent, and probably wrong in 
8 percent. Four percent could not be 
evaluated lack of in- 
formation. 

The proportion of solidly estab- 
lished diagnoses is higher for male 
than for female decedents and for 
persons under 75 years of age than 
for those who are older. The lower 
quality of diagnostic data in the 
older age groups may be due to the 
fact that attempts to make a definite 
diagnosis would not be helpful to 
the patient or it may be due to the 
uncertainty of the certifying phy- 
sician or the reviewer as to which 
of several diseases caused the death. 


because of 


Recommendations 


Discussion of the significance of 
the data available from death certif- 
icates in clinical or clinical-patho- 
logical conferences of the principal 
disciplines associated with each case 
would be helpful in future studies, 
but this approach would be feasible 
only for deaths in a single institu- 
tion. However, interviews by an 
internist with persons who have 
some knowledge of the medical as- 


pects of the case might supplement 
the questionnaires. 


Future Offers Statisticians 
Opportunity and Challenge 


The statistical phases of nuclear 
energy programs, epidemiological 
studies of diseases, and planning and 
evaluating the resources, needs, and 
costs of health and medical services 
offer the statistician outstanding op- 
portunities and great challenges, de- 
clared Dr. Ruth R. Puffer, chief, epi- 
demiology and statistics section, Pan 
American Sanitary Bureau, Wash- 
ington, D. C. 


Health Statistics 


In nuclear energy programs, the 
services of the statistician can be 
used in measuring radiation expos- 
ure and its effect on man, in deter- 
mining permissible exposure to radi- 
ation, and in developing statistical 
methods for analyzing data on hu- 
man and experimental population 
genetics, Puffer stated. Some long- 
range studies in this field might cover 
several generations, she said. 

Throughout the health field, the 
statistician the epidemiol- 
ogist and administrator by provid- 
ing epidemiological data for use in 
studying diseases and health con- 
ditions. According to Puffer, clinical 
and epidemiological studies of the 
major causes of disability and death 
and of cardiovascular diseases, can- 
cer, and mental diseases require that 
a statistician be a member of the 
study team. 

On a world basis, differences be- 
tween countries in terminology and 
classification of causes of death re- 
sult in tremendous differences in 
death rates from specific causes and 
in other data, Puffer said. As an 
example of the need for understand- 
ing medical terminology as used in 
various languages, she cited the use 
of the term “toxicosis.” In nearly 
all Spanish-speaking countries, “tox- 
icosis” means a specific clinical en- 
tity resulting from severe and rapid 
dehydration from diarrheal diseases. 


assists 
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The International List of Diseases 
and Causes of Death assigns toxico- 
sis in children under 1 year of age to 
“ill-defined diseases peculiar to early 
infancy.” In Chile, assigning toxi- 
cosis to “diseases of early infancy” 
has resulted in high death rates from 
these diseases and low death rates 
from diarrheal diseases in infancy, 
Puffer stated. 


Health Services 


Puffer said that definitions and 
standards are needed in planning 
health and medical services and that 
the experience of statisticians con- 
cerned with morbidity studies, pre- 
payment insurance programs, hospi- 
tal statistics, and other phases of 
medical services is valuable in estab- 
lishing national and international 
standards. She stressed the impor- 
tance of the development of compa- 
rable statistical data on a world 
basis so that comparisons can be 
made of data in areas with varying 
environmental conditions. 


Quality Control Urged 
For Mortality Data 


Before mortality data can be ac- 
curately used for epidemiological re- 
search, a means of measuring the 
biases of the data must be developed, 
according to Dr. Tom Donnelly, 
School of Public Health, University 
of North Carolina. 

“Epidemiology,” he 
reached the state where the analyt- 
ical tools it uses are more powerful 
than the accuracy of its raw data 
would warrant, at least when these 
raw data come from published vital 
statistics.” 

Donnelly, pointing up analytical 
difficulties involved with mortality 
data on heart disease, said that al- 
most all measurable social factors 
are associated with heart disease. 
But no single measurement can de- 
scribe the separate effect of any fac- 
tor because each factor interacts in 
its own particular way with the 
others. With so many factors op- 


erating, it is possible to “prove” any- 


said, “has 
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thing, Donnelly said, merely by se- 
lecting some factors and ignoring 
others. 

Conclusions derived in this manner 
contain what might be called analyt- 
ical biases. More basic, Donnelly 
said, are the statistical biases in- 
herent in the mortality data. Biases 
or errors may occur from an im- 
proper classification of a disease 
resulting in under- or- over-estima- 
tion of mortality, or they may occur 
from additions to or omissions from 
the bookkeeping system after the 
patient has died. In either case, no 
quality control system exists, Don- 


nelly said, which can determine the 
magnitude of biases or errors in mor- 
tality data. 

Donnelly urged that steps be taken 
to measure this magnitude. As the 
initial step, he suggested listing pro- 
cedural aspects of collecting vital 
statistics that are subject to biases 
or errors, so that the cost of either 
measuring accurately: or reducing 
errors and biases may be assessed. 

It is not necessary, he emphasized, 
to eliminate biases; one need only 
measure them. Once they are meas- 
ured, the statistician will be able to 
do accurate factorial analyses. 


Maternal and Child Health... . 


Recommend Screening Child 
For Eye and Mental Health 


Among 959 presumably well in- 
fants and preschool children ex- 
amined in Minneapolis well-child 
conferences of 1957, about 37 percent 
were found to have at least one 
health problem, according to a study 
reported by Dr. Helen M. Wallace, 
Dr. Evelyn Hartman, Vernon Weck- 
worth, and Dr. Eunice Davis of the 
University of Minnesota School of 
Public Health and the Minneapolis 
Health Department. 

Studied by the University of Min- 
nesota School of Public Health and 
the Minneapolis Health Department 
in April, and again through June 
and July, the conferences showed 
that the highest frequency of health 
problems occurred in children 49 to 
GO months of age, in nonwhites, and 
in boys. In general, infants and 
younger preschool children had a 
lower frequency than the older pre- 
school group. 

The authors also found that 29 
percent of the children had 1 health 
problem, 6.7 percent had 2, and 0.6 
percent had 38. The most common 
conditions identified were skin and 

with cardiovascular, 
genitourinary, 


respiratory, 


orthopedic, allergy, 


and nutritional problems appearing 
next in frequency; followed by eye, 
gastrointestinal, and ear conditions. 
Low percentages were reported for 
both dental and emotional irregu- 
larities, which the authors. at- 
tributed to possible lack of interest 
of examining physicians. Individual 
conditions occurring most frequently 
were respiratory infection, diaper 
rash and other skin disturbances, 
and umbilical hernia. 

Eight percent of the children had 
had an accident since the last visit, 
the greatest frequency occurring in 
age groups 13 to 20 months and 25 
to 36 months, and among whites. 
Falls caused 69 percent of the mis- 
haps, and burns and ingestion, 10.7 
and 4.8, respectively. 

Translating these data into in- 
dexes of community needs, the au- 
thors recommended that, for such 
common health conditions in infants 
and preschool children as cardio- 
vascular, orthopedic, genitourinary, 
eye, and ear problems, diagnostic and 
treatment speciality services be set 
up. They added that the group re- 
sponsible for child health supervision 
must accept some responsibility for 
spurring development of these serv- 
ices, whether in the official crippled 
children’s agency, teaching hospital, 
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official health agency, or voluntary 
organization. 

They also suggested, in reflection 
of low frequency reports for eye 
conditions and emotional disturb- 
ances, that visual screening be made 
part of health appraisal of school 
children and that physicians in the 
well-child conferences receive more 
intensive preservice and inservice 
training in mental health. 

Another question raised 
whether well-child conferences 
should set a definite policy on pro- 
vision of treatment for skin, respira- 
tory, allergy, nutritional, and gastro- 
intestinal conditions, some of which 
are already being treated at the con- 
ferences. Such a plan, they rea- 
soned, would integrate well-child 
supervision and treatment, eliminate 
delay in treatment, and lower the 
number of visits which a family has 
to make. 

Study of the attendance pattern of 
the conference could stimulate fur- 
ther surveys, they said, offering a 
number of possible causes for the 
less than expected infant attendance 
and the dropoff after 36 months 
of age. Another field suggested for 
study was the preventive aspects of 
the most frequent mortality causes 
among postneonatal infants and pre- 
school children—congenital malfor- 
mation, accidents, and respiratory 
infections. 


was 


Early Prosthetics Stressed 
For Child Amputees 


A prosthetic device applied at an 
early age becomes as much a part of 
the child as the shoe he wears, stated 
Dr. Carleton Dean, director of the 
Michigan Crippled Children’s Com- 
mission. Child amputees who are 
nonwearers, he continued, run the 
danger of atrophy through disuse, 
contractures, ankylosis, or ancillary 
deformities. 

Early fitting will lead the congeni- 
tal and the traumatic amputee to his 
greatest potential of purposeful 
movements and motor patterns 
within the limitations of the pros- 
thesis. For the congenital amputee 
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to achieve early developmental use, a 
medical evaluation and recommen- 
dation must be made during the first 
year of life, according to Dean. 

Describing briefly Michigan’s pio- 
neer venture in child amputee serv- 
ices, Dean said that a preliminary 
survey of the State’s child arm am- 
putees revealed that 7 out of 8 were 
not wearing their prostheses, mainly 
because the devices were not func- 
tional. The commission then gleaned 
a register of child amputees from a 
list of crippled children in Michigan. 
In addition to determining caseload, 
this register assured accurate diag- 
nostic evaluation and followup serv- 
ices, he said. 

The pattern of the amputee pro- 
gram, as outlined by Dean, begins 
with examination of the child, eval- 
uation, prescription, and therapy. 
Prosthesis fitting is followed by 
training, occupational therapy, and 
field service and clinical followup. 
Dean observed that results of train- 
ing to overcome the physical handi- 
cap hinged largely on the degree of 
enthusiasm of the prosthetic team— 
orthopedists, therapists, nurses, 
prosthetists, and instructors. He 
attributed a large measure of the 
commission’s success to the practice 
of followup supervision and guid- 
ance. Definite clinic appointments at 
regular intervals are made for the 
child’s return visits, with postcard 
reminders sent out in advance each 
time. The reasons underlying broken 
appointments are investigated. 

Dean made clear that child ampu- 
tees from other States may be re- 
ferred to the Michigan Area Amputee 
Center for treatment, by the appro- 
priate official agency when such 
services are unavailable in the home 
State. The commission has received 
Federal funds to finance treatment 
of out-of-State child amputees. 

Every State or area with a popu- 
lation of more than 2 million should 
have a child amputee center, but not 
more than one for each million per- 
sons, he said, since an insufficient 
number of patients will weaken the 
interest of the amputee team. He 
advised that such a center be set up 
in a city with a hospital or rehabili- 


tation institution having such spe- 
cialists as a pediatrician, internist, 
plastic surgeon, urologist, a physical 
and an occupational therapist, and a 
medical social worker. The limb 
shop would ideally be in or near the 
hospital and directed by a certified 
prosthetist. 

Dean mentioned available courses 
for prosthetists at the University of 
California at Los Angeles and at New 
York University. For study of the 
management of child amputees, he 
announced that orthopedic surgeons 
and physical and occupational thera- 
pists may enroll in courses at the 
Michigan Area Amputee Center in 
Grand Rapids. 


Breast Feeding Variations 
Reported in New York 


The practice of breast feeding of 
common among 


socioeconomic 


infants is more 
higher than lower 
groups, according to a survey of 
1,433 upstate New York mothers who 
had given birth under normal con- 
ditions 3 to 6 months before. 

The project, which studied vari- 
ations in childbearing and child-rear- 
practices according to 
social class, was reported by Dr. 
Alfred Yankauer, director, bureau of 
maternal and child health, New York 
State Department of Health, Dr. 
Walter E. Boek, research anthropolo- 
gist of the same department, and Dr. 
Edwin D. Lawson, assistant profes- 
sor of psychology, State University 
of New York College for Teachers, 
Albany, N. Y. 

Interviews were carried out by 490 
specially trained college students in 
social science and nursing in 15 
widely scattered rural areas, vil- 
lages, and cities near the participat- 
ing schools. Although the selected 
sample represented from 1 to 36 per- 
cent of the number of annual births 
in these areas, it was by chance simi- 
lar in many ways to the universe of 
families having births in upstate 
New York. The authors pointed out, 
however, that representation from 
central cities was heavy and subur- 
ban areas were unrepresented. 


ing health 
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For classifying into social groups, 
the Warner Index of Social Charac- 
teristics was used together with 
photographie guides to characteriza- 
tion of house type and dwelling area. 
The index, they explained, is based 
on the sum of scores for occupation, 
income source, house type, and dwell- 
ing area, weighted in the order given. 

Other survey results mentioned 
were: 

e One mother out of every three 
worked during her most recent preg- 
nancy, with roughly the same distri- 
bution in each class. 

e Among mothers in social class 
V (lowest), 26 percent had not 
sought postnatal care at the time of 
the interview, compared with 13 per- 
cent for all mothers. 

e One out of four mothers had 
ever attempted breast feeding. It 
was most popular and was continued 
longest by social class I and IIT moth- 
ers, while the reverse was true of 
those in social class V. 

They urged health authorities to 
consider drawing on the interest and 
manpower of college and university 
social science departments, pointing 
to the mutual benefits of experience 
and data from their projects. 

Such a survey can measure the ex- 
tent to which observed health prac- 
tices meet generally recommended 
standards, they stated, adding that 
social class groupings may pinpoint 
one class as a program target, as in 
this study, in the question of post- 
natal care, and the distribution of 
specialist services. 

Since the survey can be duplicated 
later, it can be used to evaluate the 
effectiveness of a public health pro- 
gram and measure progress in health 
practices, both generally and by 
class. A further suggestion was 
that, through this technique, health 
departments expand their function 
of morbidity and mortality reporting 
to include health practices and 
knowledge. Probing desired and ex- 
pected health services of the com- 
munity was another recommenda- 
tion. 

The authors concluded with the 
thought that measurements them- 
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selves have unpredictable values. 
Therefore, possible shifts in such 
factors as social class patterns of 
breast feeding of infants may have 
more meaning 10 years hence. 


Navajo Child Health Level 
Mirrors Tribe Future 


On the principle that ‘the health of 
the school child is the key to the gen- 
eral health level of the community, 
Dr. John C. Cobb, of the Division of 
Indian Health, Public Health Ser- 
vice, Albuquerque, N. Mex., says that 
one may determine the design of pub- 
lic health activities and forecast the 
lines of tribal social and economic 
growth among the Navajos. 


Health Record 


Infant mortality is about 99 per 
1,000 live births among the Navajos, 
a tribe of more than 80,000, living in 
widely scattered, small and crowded 
hogans. This rate, said Cobb, mir- 
rors the fact that, for many Navajo 
mothers in labor, reaching the hos- 
pital means a wagon trip over more 
than 50 miles of sandtrack.- 

More than a third of Navajo 
school children so far examined 
have signs of active or healed tra- 
choma. About a third are tuberculin 
positive on school entrance, one-half 
testing positive by age 16. The tu- 
berculosis case rate is more than 600 
per 100,000 population, Cobb re- 
marked. Between 5 and 10 per- 
cent of the school children have 
chronic draining otitis media or per- 
forated eardrums, with partial deaf- 
ness. School children compose one- 
third of the total Navajo population. 

As a background for this health 
record, Cobb recalled that the 
Navajos have contended with limited 
resources on the reservation, 
drought, a ban on sheep grazing to 
stem erosion, and lack of water, 
combined with a tenfold growth in 
population in less than 90 years. 


School Child Health Index 


Those planning public health ac- 
tivities for the Navajo tribe face 


the challenge of doubtful statistics, 
Cobb said. Cultural taboos against 
mention of death, for example, and 
recording in overcrowded clinics 
hinder accurate reporting. Statistics 
for the large school population, on 
the other hand, are readily accessi- 
ble. Cobb proposed setting up an in- 
dex of the percentage of children in 
a selected grade who are in good 
health. This, in effect, isa yardstick 
for measuring the end results of ma- 
ternal and child health programs. 
He then submitted a list of condi- 
tions tentatively defining the child’s 
good health. 

Cobb believes that, in addition to 
local uses for the index, it can be 
used to compare the health of school 
children in various parts of the 
world and can pinpoint the targets 
for technical assistance in public 
health. 


Pediatric Professor's Own 
Mutual Aid Program 


The advantages of having an asso- 
ciate professor of pediatrics serve as 
pediatric consultant in a State health 
agency were described by Dr. John A. 
Lichty of the University of Colorado 
Medical School, who has received 
such an assignment with the Colo- 
rado State Department of Public 
Health. 

University pediatric departments, 
Lichty said, can consider public 
health questions in hospital nurs- 
eries, communities, or in the entire 
State to be like individual clinical 
cases in the instruction of medical 
students. As in clinical medicine, he 
pointed out, the use of actual cases 
sharpens the effect of teaching. 

Illustrating the public or commu- 
nity case, Lichty cited results of a 
neonatal mortality studyin Colorado. 
The survey effectively demonstrated 
to the students the importance of im- 
proving care of the newborn and 
provided substance for discussions of 
possible factors in neonatal mortal- 
ity. 

Experience in a health department, 
in contrast to pediatric textbooks, 
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offers considerable guidance in teach- 
ing how to organize a school health 
program, he said. Many practical 
points emerge, for example, in the 
cooperative planning that helps the 
school complement, rather than in- 
terfere with, the family-physician re- 
lationship. By participating in such 
planning, Lichty noted, future physi- 
cians can learn while they perform 
a local service. Denver physicians 
in charge of school health present 
cases at the medical school each 


year. 

To show the effectiveness of 
routine active immunization of 
children, the university pediatrics 


department compares the morbidity 
and mortality statistics on diphtheria 
and pertussis of the State before and 
after such immunization. Among 
other teaching material, Lichty 
mentioned a study showing the need 
for more cooperation of physicians 
and parents in immunizing infants, a 
study of heart disease in Colorado’s 
sixth-grade school children, and an- 
other of the State’s mortality from 
appendicitis. 

According to Lichty, a prime 
teaching benefit derives from Colo- 
rado’s premature infant service. 
The department sends premature 
infants directly to the university 
hospital and pays for a large part 
of their care. 

Health department personnel are 
in constant touch with developments 
in the supervision of the newborn 
nursery of the university hospital, a 
contact reflected in the department’s 
official plans and rules for nursery 
operations. Routine inspections of 
community hospitals are rather 
guidance sessions than “police ac- 
tions,” he said. Often, department 
officials suggest that medical school 
professors give short refresher 
courses in community hospitals to 
clear up trouble spots. 

Lichty believes that leaders of 
State and county medical societies 
are more prone to approve public 
health sugge:cions that have the 
support of a responsible university 
faculty member. 

Any public health activity for 
children can benefit from this dual 
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function, Lichty said, adding that 
the consultant himself, through con- 
stant intellectual bombardment, de- 
rives the greatest personal benefit. 


Custom-Made Plans Urged 
For Developing Areas 


“Only the scientific principles of 
Western public health practice are 
universally applicable, not program 
patterns,” stated Dr. Jessie M. Bier- 
man of the School of Public Health, 
University of California, in a review 
of World Health Organization-United 
Nations Children’s Fund activities 
in maternal and child health in de- 
veloping countries. Prefabricated 
Western-type programs need re- 
orienting toward local needs and re- 
sources, she said. 

Epidemiological methods from the 
West, however, as well as the prob- 
lem-centered approach can be trans- 
ferred to these areas. In this con- 
nection, Bierman emphasized the 
need for more local morbidity and 
mortality data and for studies of the 
growth and development patterns of 
children, feeding practices, and be- 
liefs and traditions concerning child- 
bearing and child rearing. She also 
recommended study of the influence 
of socioeconomic and cultural factors 


Manpower... 


Health Manpower Challenge 
Tackled on Broad Front 


Manpower for health work hinges 
most of all on how realistically the 
health profession meets the chal- 
lenge of competition for labor in the 
face of a limited supply of skilled 
young workers, said Dr. Leonard A. 
Scheele, former Surgeon General of 
the Public Health Service, speaking 
as chairman of the Commission on 
Health Careers, National Health 
Council. 


on the patterns of disease and on the 
workability of health measures, not- 
ing that most health problems in 
underdeveloped areas stem, rather 
than from exotic tropical diseases, 
from inadequate sewerage systems, 
squalid, overcrowded housing, and 
contaminated, meager water sup- 
plies. 

The scope of maternal and child 
health programs needs broadening, 
she said, to embrace general health 
needs of mothers as well as special 
needs centering on reproductive and 
growth processes. 

Bierman took issue with the cur- 
rent concentration of child services 
on the neonate at the expense of the 
older infant and young child, since 
major health problems in developing 
areas—undernutrition, malnutrition, 
and intestinal infections—begin dur- 
ing weaning and continue through 
the second and third years of life. 
She pointed out that some countries 
report about as many early childhood 
deaths as infant deaths. 

During 1947-56, Bierman said, 601 
WHO fellowships enabled maternal 
and child health workers to pursue 
training abroad, and through 
UNICEF-WHO assistance, govern- 
ments set up, extended, or improved 
their personnel training facilities. 
She reported good progress in gen- 
eral in training personnel and in the 
extension of minimal services. 


The commission was organized re- 
cently as an outgrowth of the Health 
Careers Project of the council, 
launched to support career develop- 
ment and recruitment for the profes- 
sion. 

Reviewing some of the accomplish- 
ments of the Health Careers Project, 
Scheele mentioned that it has high- 
lighted the gaps in information on 
health manpower needs and in the 
health profession’s plans to meet 
competition for labor. The project 
has also shown that such competition 
means more than recruitment, that 
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facilities, teachers, and earning op- 
portunities may affect the interest of 
youth in health careers, and that 
such questions need study. Scheele 
also gave the project credit for open- 
ing the door to new and effective al- 
lies and, above all, for demonstrating 
that effective action must come from 
nongovernmental sources. 

Scheele described the commis- 
sion’s five-pronged range of interest : 

e The current and expected sup- 
ply and shortages of health person- 
nel; as well as the possibility of 
tapping other manpower sources. 

¢ Utilization of personnel, includ- 
ing assessment of the health field’s 
competitive position in recruitment. 

e Job satisfaction, which includes 
earnings, fringe benefits, and oppor- 
tunities for advancement, emphasiz- 
ing solid facts rather than assump- 
tions. 

e Education and training for oc- 
cupations in health, considering the 
impact of the school shortage on 
professional education; as well as 
new types of training for supporting 
occupations. 

e Recruiting, with emphasis on 
evaluation of new methods and ma- 
terials in communication techniques. 

Scheele said that the most urgent 
questions which are open to prompt 
but lasting solution will be identified 
chiefly through factfinding and re- 
search, drawing on all accessible 
sources of information. In turn, 
the facts will be made available to 
all professional and voluntary as- 
sociations, operating agencies, and 
educational institutions, to bolster 
their efforts in staffing health serv- 
ices. 

He underscored the fact that the 
commission will take direct action, 
through the mediums of public in- 
formation and education, to under- 
pin efforts in training the Nation’s 
youth in health fields. 


Trained Records Personnel 
Major Necessity 


Qualified workers are a first re- 


quirement of health department 


252 


systems today, and only 
provide 


record 
specialized training will 
such personnel, declared Alpha K. 
Kenny, formerly consultant in rec- 
ords training, Communicable Disease 
Center, Public Health Service, At- 
lanta, Ga. 

Records, the mirrors of services, 
should reflect today’s ideas, meth- 
ods, and devices, Kenny stated. To 
accomplish this, trained supervisors 
are needed to manage records de- 
partments and to train staffs, she 
said. 

_The Public Health Conference on 

Records and Statistics, sponsored by 
the Public Health Service and the 
Association of State and Territorial 
Health Officers, has focused atten- 
tion on the need for improvement in 
public health records and_ their 
management, Kenny stated. In ad- 
dition, the nursing section of the 
Southern Branch, American Public 
Health Association, has promoted 
interest in records among nursing 
schools and field teaching agencies 
in the southern States, and the Na- 
tional Health Council, through its 
Health Careers Guidebook, has stim- 
ulated the interest of college stu- 
dents in public health record 


Training Opportunities 


In 1953 the department of field 
training, University of North Caro- 
lina School of Public Health, the W. 
K. Kellogg Foundation, and the 
Public Health Service sponsored a 
working conference on the training 
of public health records personnel. 
In April 1957 the University of 
North Carolina School of Public 
Health and the Training Branch of 
the Communicable Disease Center, 
Public Health Service, offered a 2- 
week course on management of pub- 
lic health records. Twenty-six rec- 
ord analysts from 13 States and 6 
Public Health Service units attended 
this course at Chapel Hill, N. C., 
Kenny reported. 

A number of States offer oppor- 
tunities for training to local public 
health records workers, and other 
States are planning similar courses, 
Kenny stated. The departments of 
health administration in two schools 


of public health have held seminars 
on records management, and forms 
design has been included in their 
courses in public health statistics, 


she said. 
Future Training Needs 

Employers and merit systems 
have a joint responsibility for en- 
couraging and helping employees to 
qualify for the more advanced posi- 
tions in records management, Kenny 
asserted. She recommended that 
merit system authorities set up po- 
sitions that will attract and hold 
competent people and that em- 
ployees in the lower classifications 
be given inservice training that will 
qualify them for more advanced 
positions. 

More than inservice training, short 
courses, institutes, and workshops 
is needed, however, to prepare per- 
sonnel for advanced positions in pub- 
lic health records management, Ken- 
ny said. She suggested that under- 
graduate work in public health ad- 
ministration include courses in rec- 
ords management, and that graduate 
work be provided for students who 
can qualify for such programs. 

Field demonstrations of public 
health records systems would be a 
helpful supplement to formal aca- 
demic courses, Kenny concluded. 
Held in strategic locations, they 
would give students an opportunity 
to see records systems in actual use, 
she said. 


Increased Financial Support 
Urged for Health Training 


A plea for increased financial as- 
sistance for training in environ- 
mental health was voiced by Frank 
A. Butrico, chief of the Engineering 
Resources Program, Public Health 
Service. 

Reviewing current grant and 
traineeship offerings, both inside and 
outside the Federal Government, he 
observed two major deficiencies: 
there is virtually no undergraduate 
assistance specifically for persons in- 
terested in a public health career; 
assistance for graduate students 
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planning to practice their profession, 
rather than go into research or 
teaching, is limited. 

The Public Health Service, which 
among the Federal agencies has the 
major concern for sanitary engineer- 
ing and related professional person- 
nel, offers the following educational! 
support in this field: 

1. Research fellowships author- 
ized by title III of the Public Health 
Service Act of 1944 were extended 
to sanitary engineering in 1957. 
They are aimed at increasing the 
number of engineers and scientists 
qualified to conduct independent re- 
search in problems of environmental 
sanitation. 

2. Traineeships awarded under 
title I of the Health Amendments 
Act of 1956 are available to sanitary 


engineers, sanitarians, sanitary 
chemists, and allied personnel. 
These are intended primarily to 


bring new people into public health 
and thus give preference to persons 
who are under 35 years of age and 
who have had no more than 2 years’ 
experience in public health and less 
than 1 year of graduate or special- 
ized public health training. 

3. Training grants-in-aid for study 
in air pollution control originate 
under the Air Pollution Research and 
Technical Assistance Act of 1955. 
Recipients are of three types: indi- 
viduals, State and local government 
agencies, and educational and train- 
ing institutions. 

Recommendations of the Confer- 
ence on the Education, Training, and 
Utilization of Sanitary Engineers 
held in the spring of 1957 indicate 
recognition of the need for increased 
financial aid, according to Butrico. 
This conference, he reported, recom- 
mended (a) that graduate fellow- 
ships and traineeships be expanded 
and that they carry no restrictions 
on the duration of training award 
to any qualified individual including 
the doctoral candidate and (b) that 
financial assistance be extended to 
undergraduate education of engi- 
neers and that a monthly stipend of 
not less than $100 plus allowance 
for tuition and books be provided. 
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Butrico gave the following reasons 
for his contention that “much more 
assistance” for graduate students in- 
terested in environmental health is 
necessary : increasingly complex pub- 
lic health problems ; general up-grad- 
ing of health activities ; the expecta- 
tion that broad education will 
precede specialization ; the need for 
increased competence in all sanita- 
tion personnel, including the sani- 
tarian; the need for an “impressive 
battery of specialists trained in dis- 
ciplines not necessarily a part of 
engineering,” biologists, 
physicists, chemists, bacteriologists, 
and meteorologists; and the low 
starting and maximum salaries for 
an engineer in public service in com- 
parison with those in industry. 

Considering the question of finan- 
cial assistance for higher education 
in general, Butrico observed that 
only 556 of the 58,000 students apply- 
ing to the National Merit Scholarship 
Corporation in the first year of its 
operation (1955-56) received schol- 
arships. 

He also pointed out that a studs 
by C. C. Cole, Jr., sponsored by the 
National Science Foundation, re- 
ported that insufficient financial re- 
sources appear to be the sole or pri- 
mary reason why 60,000 to 100,000 
persons of superior ability fail to 
enroll in colleges each year. The 
Educational Testing Service, he 
added, has estimated that some 150,- 
000 high-ability students would have 
gone to college had adequate finan- 
cial support been offered them. 


such as 


Measures Nursing Needs 
Outside Hospitals 


A new method of estimating the 
number of nurses needed by a com- 
munity was described by Janice E. 
Mickey, associate professor of public 
health practice (nursing), Graduate 
School of Public Health, University 
of Pittsburgh. A _ study is being 
made of the basic nursing needs of 
the general population of Butler 
County, Pa., in order to determine 
how many public health nurses, 


occupational 
the 


and 
are needed in 


school 
health 
county. 


The Study Sample 

Families selected at random are 
interviewed by a nurse, who decides 
whether the family has health prob- 
lems that might be helped by the ser- 
vices of a public health nurse, Mickey 
stated. The sample studied is large 
enough for generalizations to be 
made from the data and for an esti- 
mate of the extrahospital nursing 
needs of the population of the county. 

To check the reliability of the estl- 
mate and to determine whether the 
single interview important 
problems that can be discovered only 
with intensive home care, county 
health department nurses give nurs- 
ing care to all families considered 
by the interviewer to need such care, 
and certain families who were judged 
by the interviewer not to need nurs- 
ing care are referred to the health 
department, Mickey said. 

It is thought that referrals to the 
health department are influenced by 
the nurse’s background and her con- 
cept of public health nursing. How- 
ever, a check of estimates of need 
for nursing care by two nurses visit- 
ing the same 20 families showed a 
gratifying consistency in results of 
interviews, Mickey reported. Esti- 
mates of the need for care were more 
consistent than measurement of the 
family’s ability to cope with a situa- 
tion, she said. 

The sampling process is complex 
and it is often difficult to locate and 
reach the households, Mickey stated. 
Interviews vary in length from 35 
minutes to 2 hours, averaging an 
hour and 10 minutes. Nurses aver- 
age a little over 11%4 completed sched- 
ules per day in the early part of the 
study. 

To see how effective the nursing 
service has been, a subsample of 
families is interviewed a second time. 
Families referred to the health de- 
partment are reinterviewed after the 
public health nurse has closed the 
case ; families receiving nursing care 
are reinterviewed at the end of 3 
months. 


hurses, 
nurses 


misses 
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The Interview Schedule 

The interview schedule includes 
questions designed to obtain data 
on needs for bedside nursing care 
and treatment for acute and long- 
term illness, prehospital and post- 
hospital care, rehabilitation, and 
diagnostic services, as well as data 
on practice, skills, knowledge, and 
attitudes in relation to home care of 
the sick and ability to recognize ill- 
ness, family health practices, and 
family health protection, including 
periodic health appraisal and im- 
munizations, 

The schedule was tested on a group 
of families with various health prob- 


Education... 


Communication’s “Why?” 
Is All Important 


fach health organization must im- 
prove its internal communications be- 
fore it can expect to communicate 
successfully with its clients in the 
community, stated Chester S. Bow- 
ers, director of the bureau of public 
health education, Connecticut State 
Department of Health. 

Bowers defined internal communi- 
cation as “meaning and including all 
workers within an organization,” 
and not exclusively professional and 
quasi-professional personnel. Com- 
munication even within a single or- 
ganization, he said, is not substan- 
tially unlike problems, and ways to 
their solution, met in health educa- 
tion of the public. 

Communication’s “Why?” is more 
important than its “How?” Bowers 
said. He put the chief emphasis on 
persons concerned rather than on the 
medium or the material. The expert 
should be on tap and not on top, he 
told his listeners. No one, not even 
an expert, can give appropriate 
answers until given the questions. 
A symbol for effective communica- 
tion may be thought of as a round- 
table at which people are relating 
themselves to each other, he said. In 
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lems, and after analysis of the find- 
ings and some revision of the sched- 
ule, it was set up for coding. 
Although a small part must be com- 
pleted by a coder, the schedule is for 
the most part self-coding. 

The cooperation of the families in- 
terviewed has been excellent, and the 
entire community has supported the 
study, Mickey reported. The health 
department assisted with the basic 
plans; the board of héalth made it 
possible to obtain the approval of 
the medical society ; and newspapers 
and radio stations paved the way for 
the interviewers who went into the 


homes. 


a network of mutuality, the lines of 
communication are down less fre- 
quently, and the messages are less 
likely to be misheard or misread. 
He said, “The administrator or the 
officer and field practitioner within 
an organization today who looks 
upon communication simply as a 
matter of issuing a directive 6f state- 
ment of information is open to dis- 
appointment in the response elicited. 
Quite frequently these are the same 
individuals who fail to achieve the 
results they expect from health edu- 
eation programs they administer or 
at which they practice. Conversely, 
the administrator and practitioner 
with habitual willingness to permit 
careful and considered observation 
is the more 
likely to gain the response and objec- 


of each situation... 


tive anticipated.” 


Annual Reports Recipe: 
Televise Them 


The values of presenting a health 
department report through television 
were extolled by Sophus R. Christen- 
sen, director of public health educa- 
tion, Des Moines-Polk County De- 
partment of Public Health. 


The annual report of his depart- 
ment was first presented over station 
WHO-TV, Tuesday, February 1, 
1955, from 1:30 to 2:00 p. m. In 
telling the group how to do it, he 
said, “First consider what you wish 
to accomplish.” 

Each section of the department 
submits monthly records from which 
annual reports are compiled. 

To communicate the health de- 
partment story, the program utilized 
role playing, problem-solving situa- 
tions, conferences, cartoons, photo- 
graphs, demonstrations, and charts. 
Christensen rewrote the material and 
fitted it to the allotted 30 minutes. 
Each section rehearsed its portion of 
the script separately. The entire 
department cast (15 members) re- 
hearsed twice prior to the dry run 
at the TV station. 

The telecast, besides department 
personnel, consisted of the chairman 
of the board of health, the city man- 
ager, the executive secretary of the 
Council of Social Agencies, and 14 
others, including a mother and baby. 
In answer to the request for per- 
mission to televise the next year’s 
report, the station manager asserted, 
“On one condition: It must be at 
least half as good as last year’s re- 
port.” 


Golden Age Clubs Educate 
For Healthful Living 


Some older people of their own ac- 
cord obtain information and engage 
in activities which help them main- 
tain health. For such people, Dr. 
Bernard Kutner, of the Albert Ein- 
stein College of Medicine, thinks spe- 
cial education programs are largely 
For others, they are 
highly necessary. 

Although many physicians do not 
regard geriatric problems as a “‘spe- 
cialty,” they recognize the need to 
give specialized attention to the 
health problems of the aged. 

An increasingly large number of 
people are enrolling in programs of 
adult education, recreation, leisure- 
time classes, and in clubs referred to 


unnecessary. 
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as “Golden Age” or “Senior Citizens” 
clubs, Kutner said. It is in such 
clubs as these that they may learn 


about their specialized needs and 
how to meet them. 
Kutner warned against mere ex- 


hortation as inducement to people to 
take action and said that, if exhorta- 
tion is to succeed, the situation must 
be made meaningful to the individ- 
specifically on his 


ual, centering 


personal situation. 


Program Elements 


As to the elements of a successful 
program for senior citizens, Kutner 
said : 

1. Make the programs specific and 
thereby induce groups of older 
people to establish regular health 
habits. In groups, there is a ten- 
dency for in- 
fluenced by the desires and wishes 
of the others. 


2. Bring groups of older persons 


each person to be 


to various centers to see for them- 
selves. 

3. Keep the older person apprised 
of health education activities (radio 
and television 
pamphlets, speakers). 

4. Establish an up-to-date direc- 
tory of health services available to 
older persons and provide at least 
one responsible individual who can 
make appropriate 
health agency. 

5. Make mental health an integral 
part of the program. The very pro- 
grams the center creates are them- 
selves aspects of the mental health 
education program. 


programs, books, 


referrals to a 


Current Techniques 


Kutner gave examples of programs 
throughout the country in illustra- 
tion of currently in 
practice. 

The Marin County (Calif.) Senior 
Association purchases and prepares 
gifts to be distributed at hospitals 
by Red Cross Gray Ladies. 

The New Hampshire Golden Agers 
assist the mental hygiene and child 
guidance clinic by sending birthday 
ecards and letters to children under 
the care of the clinic. 


techniques 
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The Amalgamated Clothing 
Workers of America, with one center 
in Philadelphia and New 
York, stresses the relationship be- 


one in 
tween leisure-time activities, social 
adjustment, and the maintenance of 
health. 

The Akron Golden 
Club prepares, for the General Hos- 
pital, medical records for microfilm- 


(Ohio) Age 


ing or for mailing. 

Senior Achievement Incorporated 
(Chicago) employs about 25 workers 
in the production of such items as 
wooden footstools, cradles, and 
sandals as well as in clerical 
drafting jobs. 


and 


Meaningful Activities 


Government and voluntary agen- 
cies have programs based upon the 
concept that physical well-being and 
sound mental health 
by activities which offer an oppor- 


are enhanced 


Medical Care . . 


Home Care Programs 
Extend Hospital Care 


The establishment of home care 
programs by general hospitals and 
the facilities of pro 
grams by physicians for their private 


patients is proving te be a major 


use of these 


and highly desirable davelopment in 
medical practice. 

This belief was expressed by Dr. 
Peter Rogatz, director, 
division of professional 
Health Insurance Plan of 
New York, and Guido M. 
acting director of research and plan- 
ning, New York City 
Mental Health Board, 
cussion of the impact of home care 
programs on the place of the hospital 


associate 
services, 

Greater 
Crocetti, 


Community 


in their dis- 


in medical care. 


Service to the Community 


New concepts of medical services 
to be provided by hospitals include 
home care programs which use teams 
of physicians and other professional 


tunity to the individual to contribute 
in some meaningful way to the com- 
large or which provides 
additional income. He 
mentioned the Minnesota Depart- 
ment of Health, the Sirovich Center 
York City), the Ithaca 
(N. Y.) Senior Citizens’ Center, the 
Women’s Education and Industrial 
Union (Boston), and the Sunset In 


munity at 


sources of 


(New 


dustries out 
standing examples. 

In conclusion, Kutner pointed to 
the Pasadena-Altadena 
on Aging, the 
Geriatrie Council, 


(Bangor, Maine), as 


Committee 
Greater Muskegon 
and other ageb- 
cies both public and private. These 
centers are training leaders for deal 
ing with the aged. Such progranrs 
of leadership training and activities 
for the the wealth of 
health materials indicate 
the the efforts 


the aging are progressing. 


aged, and 
education 
for 


scale on which 


personnel to care for homebound pa 
tients who do not require hospitali 
be cared for 
The 
of these programs is an indication 


zation but who cannot 


in outpatient clinics. growth 
of the hospital's development as the 


center of community health and 
medical services. 

Most home care programs provide 
medical care to medically indigent 
or indigent hospital 


residents, other salaried physicians, 


patients by 
or practitioners in the community 
who devote only part of their time 
to the How- 
home care can be extended to 


home care program. 
ever, 
self-supporting 


patients of private 


physicians without interfering with 
their professional and financial rela- 
tionships, and provision of services 
to these patients will reduce the need 
for subsidizing home care programs. 

Home care is a qualitative addition 
to community health services rather 
than a means of saving money or hos- 
pital beds. Caring for patients at 
home does not release an equivalent 
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number of hospital beds but it does 
take care of long-term patients who 
could not be given hospital care for 
extended periods. 

Personnel 

Experience in the home care of 
patients should be part of the train- 
ing of medical, nursing, and social 
work students. Such experience 
should prepare them to understand 
and cope with the social and eco- 
nomic aspects of illness and should 
increase their appreciation of the 
hospital as a community agency. 
This understanding and appreciation 
will be reflected in their future atti- 
tude as practicing physicians, nurses, 
or social workers. 

Employment of full-time  physi- 
cians in home care programs has not 
proved satisfactory since most pro- 
grams cannot offer salaries that will 
attract competent physicians. Em- 
ployment of practicing physicians 
part time, either on a salary or fee- 
for-service basis, is more apt to at- 
tract well-trained practitioners. 

Physicians who have served in the 
program will be influenced in their 
future interests and skills, and rep- 
resentatives serving on the board of 
directors of voluntary nursing agen- 
cies will be enabled to use the 
agency's home care experience in 
policy making. 

Because of the widespread short- 
age of nurses and the experience of 
nursing agencies in providing home 
nursi ig service, home care programs 
usually use the services of existing 
nursing agencies. However, the qual- 
ity of nursing care received by the 
patients will be directly affected by 
the skills of the physicians and the 
policies and procedures of the home 


care program, 


Physicians’ Private Offices 
In Hospitals Increasing 


Medical staffs and hospitals are 
being brought into closer relation- 
ship through the establishment of 
private offices in hospitals or in con- 
necting buildings, reported Dr. C. 


Rufus Rorem, executive director of 
the Hospital Council of Philadelphia. 
The council, through a grant from 
the Public Health Service, is mak- 
ing a study of private office practice 
at institutions where physicians are 
carrying on individual practices, 
Rorem said. 

Most of these facilities for phy- 
sicians’ private offices are owned by 
the hospitals, Rorem stated. Rents 
are comparable to those in other of- 
fice buildings in the community. Oc- 
cupancy is usually limited to active 
members of the hospital staff, with 
priority based on rank or length of 
service. Physicians occupy contigu- 
ous Offices, share certain overhead 
expenses, and are available to each 
other for consultation and for re- 
ferring of private patients. 

Some income-sharing groups of 
physicians have rented space in hos- 
pital office facilities, Rorem said, but 
the development of such facilities ap- 
parently has not of itself inspired the 
formation of groups for private medi- 
cal practice. However, it has ac- 
quainted many physicians with the 
advantages of practicing close to 
other physicians and of the acces- 
sibility of the equipment of a Modern 
hospital. 

The principal reasons for estab- 
lishing physicians’ offices at hospi- 
tals have been convenience, saving 
of time, and increased use of hos- 
pitals, Rorem said. Other reasons 
have been change of hospital loca- 
tion and changes in zoning laws 


Legal Considerations 


Physicians’ private offices are con- 
sidered to be private business activ- 
ities of the hospital and the capital 
investment has been subjected to real 
estate taxes in some jurisdictions, 
but the income received from them 
has not been subject to Federal in- 
come tax, Rorem stated. Use of en- 
dowment funds for the construction 
of office facilities at hospitals is legal, 
provided that the income is com- 
parable to the income that could be 
expected from other investments, he 
said. 


Government tax funds have not 


been used directly for the construc- 
tion of office facilities at hospitals, 
although some “Hill-Burton” hospi- 
tals have included such offices. Lo- 
cal banks have loaned funds for this 
purpose, according to Rorem. No 
public campaigns for funds for office 
facilities have been held as far as 
he knows. 


Advantages 


Physicians who maintain offices at 
hospitals agree that this arrange- 
ment enables them to practice better 
medicine with less expenditure of 
time and energy, to have more per- 
sonal contact with inpatients, and to 
make hospital rounds more often, 
Rorem said. Other advantages are 
the saving of transportation time be- 
tween office and hospital, the ease of 
referring patients to fellow. staff 
members, and the fact that in an 
emergency hospital patients can be 
major interference 
with office appointments. One phy- 
sician reported that he orders pri- 
vate-duty 
since he is easily accessible in an 


seen without 


nurses less frequently 
emergency, Rorem reported. Hospi- 
tal diagnostic facilities are easily 
available, and patients who become 
used to visiting the hospital for office 
calls are less resistant to hospitali- 
zation, physicians find. 

Patients find that the physician 
who maintains his office at the hos- 
pital is usually in or easily avail- 
able, and office appointments are not 
canceled because of hospital emer- 
gencies, Rorem stated. They also 
find it convenient to consult other 
hospital staff members to whom they 
are referred and to visit hospital 
departments for diagnostic and 
treatment services. 

In the opinion of hospital trustees 
and administrators, location of phy- 
sicians’ offices at hospitals has re- 
sulted in a feeling of unity between 
the institution and the medical staff, 
Rorem reported. Physicians learn 
about hospital costs, can observe the 
critical phases of recovery of their 
patients, and become familiar with 
the duties performed by other mem- 
bers of the hospital staff. 
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Disadvantages 

With their offices at the hospital, 
physicians lose some fees because 
they no longer perform minor labor- 
atory tests in the office, Rorem 
stated. Some hospital staff members 
who do not have offices at the hos- 
pital feel that the physicians who do 
have offices there are more likely to 
be called to treat staff service cases 
And relatives of 
pay 


in an emergency. 
hospital patients 
time-consuming visits to their phy- 
members of their 


sometimes 
sician to discuss 
families. 

Rorem pointed out that 
will go any distance for inpatient 
they feel that 
should be 


patients 


hospital service but 
their office 
conveniently located, and if it is not 
make office 


physician’s 


they not visits 
regularly. 

Costs of renovation or construction 
and difficulties in 
when there are more staff members 
than offices have sometimes deterred 
hospitals from establishing private 
office facilities, Rorem stated. 

In conclusion, Rorem said that lo- 


may 


assigning space 


cating physicians’ offices in or ad- 
jacent to hospitals is an effective use 
of capital and coordinates profes- 
sional services. The potential public 
health value of such an arrangement 
is great, and it will probably be 
more fully realized in the future. 


Government Must Study 
Medical Care Needs 


The chief need of health agencies 
is to learn more about the quality 
medical 
seek 


and comprehensiveness of 
care, including how 


care, reasons for discontinuation and 


patients 


overlapping of services, what serv- 
ices people want, and the reaction of 
patients to the care they receive, in 
the judgment of Dr. Leona Baum- 
gartner, commissioner of health, 
New York City, and Margaret Klem, 
medical economist, Public Health 
Service. 

With the rapid growth of volun- 
tary health insurance, the develop- 
ment of inplant health units or union 


health centers in industrial areas, 
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the increase in services offered by 


medical societies, fraternal organi- 
zations, and some religious groups, 
and the expansion of agencies deal- 
ing with specific diseases, the public 
is becoming increasingly interested 
in both curative 
health 
more and better medical care, they 


and 
demanding 


preventive 
services and is 
said. 

Although cost is a factor in a pa- 
tient’s decision to seek medical care, 
his cultural background, his educa- 
tion, and his own or his neighbor's 
experience may be as important 
influences on his knowledge and at- 
titudes toward medical care as is 
his economic status, they believe. 

However, how the 
cost is met, no comprehensive pic- 
ture of the use of health and medical 
without 


regardless of 


care services is possible 
knowledge of the kinds and sources 
of professional care received, they 
assert. It is equally important, they 
add, to know, for example, the rela- 
tionships among agencies, between 
agencies and physicians, and be- 
tween the patient and each person 
or agency who provides medical care, 
in order to determine what relation- 
ships are desirable and what should 
and can be done to improve existing 
relationships. 

A study of health and medical care 
services by the New York City Health 
Department the 
kinds of families 
receive from voluntary health insur- 
why pa- 


seeks to discover 


medical services 
ance agencies, to find out 
tients go from one source of medical 
care to another and what pattern of 
change they follow, and to ascertain 
their reactions to the care received. 
These data may also reveal gaps or 
duplications in services provided by 
various agencies. 

It is hoped by Baumgartner and 
Kiem that this study will reveal 
factors that either impede or pro- 
mote effective use of health services 
and ways in which the administra- 
tion of medical care services can be 
geared to community needs and de- 
mands. The may indicate 
the need for a continuing program 
that will keep practicing physicians 
informed of both existing and new 


results 


activities and of the extent to which 
health 
case-finding agencies as well as co- 


various agencies serve as 
ordinators of medical services. 

The study, feel, 
point out certain ways of improving 


they is sure to 
specific local health services. It is 
an example of one of many kinds of 
studies they believe are fundamental 
to a better understanding of prob- 
lems of providing medical care in 
this country. 
Joint studies by health personnel 
and social scientists and the efforts 
of public health departments, medi- 
are 


eal and universities 


needed, they say, if health and medi- 


groups, 


cal care services are to be the best 


that medicine can offer. 


Windsor’s Medical Plan 
Termed a Success 


About 85 percent of the residents 
of Windsor, Canada, participate in 
Windsor Medical 
comprehensive 


Service, a volun- 


tary, prepayment 
plan which provides medical services 
at home or in the physician's office, 
and surgical, obstetrical, and special 
services, X-ray and laboratory serv 

and hospital care to its sub 
scribers on a fee-for-service basis. 


ices, 


The results of a 3-year study of 
the Windsor Medical plan 
were reported by Benjamin J. 
Darsky, Dr. Nathan Sinai, and Dr. 
Solomon Axelrod, of the bureau of 
public health economies, School of 
Public Health, University of Michi- 
gan, Ann Arbor. Their investiga- 
tion of Windsor’s 20-year experience 
with the plan indicated that 
prehensive physician's care 


Service 


com- 
insur- 
ance is needed, is not used unreason 
ably, and is paid for willingly in that 
city. Results of the study also sug- 
gested that the reasons usually given 
for limiting physicians’ services in 
prepayment plans are not valid. 


Principal Issues 
Because the cost of 
home or office visits is usually mod 
est, it has been said that insurance 
should cover only surgery or hos- 
Although most in- 


individual 


pitalized illness. 
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dividuals and families did not receive 
many home visits or make many office 
visits in a given year, the cost to 
those who did require many services 
was high; 1 family the 
equivalent of $1,270 worth of such 
The need 
medical insur- 


required 


medical care in 1 year. 


for comprehensive 
ance is further indicated by the fact 
that WMS subscribers seek medical 
and, once care is 


more often 


receive a greater number of 


eare 
sought, 
services than do nonsubscribers to 
the plan. 

The study, however, found no indi- 
eation that WMS subscribers used an 
unreasonable amount of service. 
It has sometimes been assumed that 
subscribers to comprehensive medi- 
cal care plans will seek the services 
physician for trivial 
than will 


of a reasons 
more those with 
limited or no insurance. In Wind- 
sor, 38 percent of the subscribers to 
WMS requested no care at all dur- 
ing the year; 26 percent used the 


often 


services of a physician only once, 
compared with 35 and 36 percent, re 
spectively, of those in the limited 
and no-insurance categories. For all, 
with comprehensive, limited, or no 
insurance, the percentages using the 
service of a physician 2 or 8 times 
were about the same. 

The additional 
providing comprehensive 
care has been willingly accepted by 
the population of Windsor. In fact, 
to retain their present benefits, 80 
of WMS subscribers would 
Subscrib- 


insurance 
medical 


cost of 


percent 
pay increased premiums. 
ers to limited benefit plans are will- 
ing to pay larger premiums for the 
WMS type of protection and, given 
the opportunity to enroll in an in- 
surance plan, about two-thirds of the 
group who have no medical care in- 
surance would be willing to pay the 
WMS premium. 


Physician-Patient Relation 


The fear that, with no direct pay- 
ment required, patients will “shop 
around” for medical care has proved 


to be unfounded. About 92 percent 


of WMS = subscribers have one 
physician to whom they go when 
they need medical care. Approxi- 
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mately the same proportion, about 
70 percent, of WMS subscribers and 
nonsubscribers, received all of their 
home and office care from their regu- 
lar physician, about 20 percent saw 
2 different physicians, and very few 
in either group saw 3 or more prac- 
titioners. 


Physician’s Income 


The effect of a 
fees on the physician’s income is a 


fixed schedule of 


major issue in medical care insur- 
Under WMS, Windsor 
that their in 
comes equal or the 
they expected to be receiving at the 


ance plans. 
physicians consider 


exceed income 


current point in their careers. Fee 
schedules for WMS and_ private 
charges were quite similar. WMS 


subseribers 
the patient load of Windsor physi- 
cians and 60 percent of their total 
The majority of physicians 
the WMS schedule 

About 70 percent of 
physicians that the plan 
had helped them gain a steady, as- 
sured income, and more than half 
said that the plan had helped them 
to build up their practices. 


provide 6S percent of 


income. 
considered fee 
reasonable. 


reported 


Administration and Costs 

Apparently there is little friction 
or antagonism between WMS physi- 
cians and administrators of the plan. 
Administrative routines were gener- 
ally satisfactory, and 96 percent of 
the physicians wanted no changes 
made in reporting methods. 

Cost accounting has disproved the 
assumption that processing of small 
claims incurred under prepayment 
plans such as WMS approaches the 
cost of the claim itself. The average 
processing per claim was 14 
cents, or 2.3 percent of the claim. 


cost 


The per service cost was 9 cents. 


Latin-American Countries 
Extend Health Services 


Economic, social, and educational 
factors have governed the organiza- 
tion of medical care in Latin Amer- 
ica, stated Dr. Alfredo Leonardo 
Bravo, chief, social and occupational 
health World Health Or- 


section, 


ganization, Geneva, Switzerland. No 
generalization should be made, he 
said, since local conditions in other 
countries may lead to an entirely 
different approach. 

Relatively high salaries are found 
only in large cities, where industry 
A large 
lives 


is concentrated, Bravo said. 
proportion of the population 
in agricultural areas, where salaries 
are one-third to one-fourth of those 
in industrial areas. In 50 percent 
of the countries the per 
capita income is only $150 a year. 


average 
In the cities, a large proportion 
of industrial workers live in slums, 
Transportation and 
and il- 
of 20 
per- 


Bravo said. 


communications are poor 
literacy is common. In 9 out 
Latin-American countries, 50 
cent of the population is illiterate, 
and in one country the percentage 
is 89.5. Because of this pattern of 
poverty and ignorance, only a small 
minority are able to make any pro- 
vision for medical emergencies. The 
large majority cannot, or are re- 
luctant to, join a prepayment plan 


or even to pay for medical services. 


Health Services 


According to Bravo, the first 
health services in Latin America 
were provided through the bene- 


ficencia public hospitals, which were 
established in the 16th century. 
Hospitals still preserve the character 
of these early institutions in the 
provision of free care to the indigent 
by part-time physicians who receive 
only a token salary, he said. 

In Latin America today, a basic 
need in any public health program 
is the medical treatment of patients, 
Bravo stated. However, during the 
treatment period, when the patient 
and his family are concerned with 
health questions, the physician has 
an opportunity to interest them in 
public health matters such as nu- 
trition and sanitation. 


The shortage and uneven distri- 
bution of health personnel have 
limited medical services in Latin 


America, prevented the development 
of a good system of death certifica- 
tion, and hampered the development 
of health statistics, Bravo declared. 
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Efforts have been made to attract 
physicians to rural areas, but none 
have been really successful, he said. 

In Latin-American countries, 
state-financed public health services 
ure responsible for health services 
to the entire population, Bravo 
stated. Local health units give pre- 
ventive services to individuals, but 
the need for curative treatment is 
so pressing that these local units are 
devoting more and more time to this 
service, he Maternal, child, 
and school health services are part 
of the local health activities. 
Government-sponsored hospitals and 


said. 


clinics give free care to the medi- 
eally indigent as well as to paying 
patients. 

All Latin-American countries pro- 
vide sickness insurance which gives 
varying amounts of care to ambula- 
tory patients, Bravo reported. This 
insurance is usually compulsory for 

workers and, in 

for all workers and em- 
Coverage is now being of- 


industrial some 
countries, 
ployvees. 

fered to new groups of workers and 


to families. 


Chile's National Health Service 
In Chile, the National Health 
Service administers the majority of 
health This 
responsible public 


service is 
health and 
medical care activities for T0 to 75 
percent of the Bravo 
Other pro- 


agencies, 


for 


population, 
stated. organizations 


vide medical care to civil servants 
and white-collar employees, the mili- 
tary forces, the police force, prison- 
ers, and railway employees, and an 
Accident Insurance Fund has its own 
medical services. Together, these or- 
ganizations provide medical care to 
about 90 percent of the population 
of Chile, Bravo said, leaving only a 
very small group which finances its 
own medical care. 

The three organizational princi- 
ples of Chile’s National Health Serv- 
ice have been centralization of direc- 
tives and technical standards and 
decentralization of the operation of 
programs, integration of public 
health and medical care services, and 
communities 


participation of local 


in the planning and execution of 
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This 


service is responsible for the pro- 


health programs, Bravo stated. 


vision of public health services to the 
whole population and provides med- 
ical care services for about 70 to 75 
percent of the people. The National 
Health Service has established two 
priorities, he said. The first priority 
had been assigned to comprehensive 
medical care and protection of the 
health of mothers and children, the 
second to nutrition and food. 
Although many people feel that the 
system could be improved, Bravo 
concluded, all agree that central ad- 
health 


ministration of services is 


worth while. 


Unified Health Services 
In Malaya and Singapore 


In underdeveloped countries with 
limited resources, better health can 
be achieved only by giving priority 
to the preventive services which are 
the future and 
resources for 


an investment for 


using any remaining 
providing curative services, 
Dr. I. S. Falk, of Stonington, Conn. 
Such a policy can only be carried 
out through a unified 
health 
and regional services, he declared. 


stated 


system of 


services with salaried staff 


In Malaya and Singapore, compe- 


tent administration of a unified 
health program has accomplished 
more with limited resources than 


would have been possible with sepa- 


rate preventive and curative pro- 
grams, Falk said. In these coun- 


tries, only nominal charges are made 
for personal services. Government 
health programs are supplemented 
by the services of private physicians 
for those who can afford them. 


Health Services 


The national health program in 
Malaya is the responsibility of the 
director of medical service, who 
works under the Minister of Health 
and Social Welfare, Falk 


Local health functions are under the 


stated. 


jurisdiction of the state or settle- 
ment health departments and local 
health partial 


departments, with 


Federal control of funds and staffing. 
Health services provided by the gov- 
ernment are supplemented on agri- 
cultural estates and mines by hospi- 
tals and clinics provided by employ- 
by voluntary health agencies; 
private 


ers ; 
and, in urban areas, by 
practitioners and hospitals, he said. 
Mobile health units operate on fixed 
schedules on the main roads and, in 
five states, on the rivers. 

In Singapore, the responsibility for 
health 
ordinated, between the Ministry of 
Health of the colony and the health 
department of the city 
Water and sanitation are under the 
The offi 


cial health agencies operate hospi- 


services is divided, but co 


council. 
public works department. 


tals, clinics, dispensaries, and health 


centers. 
Personnel and Funds 


In Malaya, nearly all government 
health services have full-time staffs, 
although some part-time personnel 
are employed now when foreign re- 
cruitment is at a Falk 


said that in Singapore, with the in 


standstill. 


creasing numbers of graduates from 
the university’s medical school and 
the government’s training school for 
nurses, there is no acute shortage of 
personnel, 

Public funds finance both commu 
nity and personal health services in 
Malaya, although fractional charges 
cover about 10 percent of the costs of 
The 
government devotes about 10 percent 


personal services, Falk stated. 


of its budget to health services, and 


about one-third of this amount is 
spent for preventive services, he 
said. With approximately an equal 


amount spent privately, aggregate 
expenditures for health are about 3 
percent of the national income. In 
Singapore, aggregate public and pri- 
vate expenditures are about 4 per- 
cent of national income, government 
for about 


expenditures accounting 


one-half. 
Vital Statistics 

Birth rates are stable at 45 births 
per 1,000 in Malaya and 50 per 1,000 


in Singapore, Falk reported. Death 
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rates have fallen to about 12 per 
1,000 in Malaya, less than 9 per 1,000 
in Singapore. In Malaya, infant 
mortality, formerly 100 to 200 per 
1,000 births, is down to about T5. 
Maternal mortality in Singapore has 
dropped from 3 to fewer than 1 per 


Malaya, tuberculosis is highly preva- 
lent and as yet is not effectively con- 
trolled. Venereal wide- 
spread, but the number of known 
Rural 
health services are still in the de- 
Mental 


disease is 
eases is declining steadily. 


velopmental stage. disease 


serious disease is tuberculosis, he 
said, although much has been done 
to combat it through direct attacks 
and health education. 

The success of unified health serv- 
ices in Malaya and Singapore invites 
study of this pattern of services by 





1,000 live births. 
There are still many health needs 
in both countries, Falk stated. In 
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services are 


problems. In 


acutely 
still 
Singapore, the most 


Health education 


inadequate. 
has difficult 
concluded. 


Universities Expand Curriculums 


University of California. Three new 
courses in air pollution research and control 
enable graduate students to obtain advanced 
degrees with emphasis in that field in the 
School of Public Health or in the College of 
Engineering at the University of California. 
Berkeley. 

These courses are urban meteorology: a 
lecture and seminar course in atmospheric 
pollution control; and a laboratory and lec- 
ture course in atmospheric pollution, includ- 
At least two of the 


subjects will be offered in a 6-week summer 


ing areawide monitoring. 


session in 1958. 

A range of courses in allied fields may be 
used to complete requirements for an ad- 
Further information may be 
obtained Dean C. E. Smith, Public 
Health, Dean M. P. O’Brien, Engineering, or 
Professor B. D. Tebbens, University of Cal- 
ifornia, Berkeley 4, Calif. 

University of Michigan. 
19-21, 1958, the University of Michigan 


School of Public Health. in collaboration with 


\ anced deg ree, 


from 


During March 


the Illuminating Engineering Society, will 
The 


course is designed to identify and illustrate 


present a course on light and vision. 


principles that underlie seeing in various light- 
ing environments, and to outline measures by 
which these principles may be employed to 
obtain optimum conditions for seeing, par- 
ticularly in schools and offices. 

Further information may be obtained from 
H. E. Miller, Director, Continued Education 
Service, School of Public Health, University 
of Michigan, Ann Arbor. 


From June 19 through August 1, 1958, the 
university will offer courses in public health 
statistics. These summer courses, elemen- 
tary. intermediate, and advanced, are part of 
a cooperative program carried out by ac- 
credited schools of public health and sup- 
ported by a research training grant from the 
National Institutes of Health, Public Health 
Service. 

The summer program is designed for statis- 
ticians and epidemiologists with health agen- 
cies, health workers in voluntary agencies and 
pharmaceutical companies, and graduate 
students, esearch workers, and teachers in 
statistics and the health sciences. 

For graduate students, these are credit 
courses. Deadlines for applications and 
transcripts are May 1 for nonresidents of 
Michigan and June 1] for residents. Appli- 
cation forms and further information can be 
obtained from the Director of the Summer 
Program in Public Health Statistics, School 
of Public Health, University of Michigan. 

University of North Carolina. The de- 
partment of sanitary engineering of the 
School of Public Health, lt niversity of North 
Carolina, now offers a graduate program lead- 
ing to the degree of doctor of philosophy. 

Candidates for the doctorate must have a 
master’s degree in sanitary engineering, sani- 
tary science, or sanitary chemistry and 
biology. 

Fellowships and assistantships in research 
and teaching are available. Information may 
be obtained from the Department of Sanitary 


Engineering, P. O. Box 899, Chapel Hill, N. C. 
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health authorities for application to 
other underdeveloped countries, Falk 








“The specialist in communications, oral, written, and visual, is an important 


member of the modern health team. 


This fact is evident in the growing 


number of these personnel who are taking their places on the staffs of voluntary 
and professional health organizations and of official agencies at all levels of 


99 
government. 





JOHN D. PORTERFIELD, M.D. 


HALL OF HEALTH offers an excellent 

device for imparting knowledge about 
health and disease. We in the Public Health 
Service are proud to have had a part in the re- 
birth of a Hall of Health in the great Smith- 
sonian Institution. The information on human 
anatomy and physiology which it presents 
should have a substantial impact on the knowl- 





Dr. Porterfield is Deputy Surgeon General of the 
Public Health Service. The address was delivered 
at the ceremony opening the Hall of Health, Smith- 
sonian Institution, Washington, D. C., November 2, 
1957. 
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edge and behavior of the many thousands of 
Visitors to the Institution each year, 

Within the limits of time and space, the ex- 
hibit is probably among the best devices man 
has invented to communicate facts and ideas 
At its best, it com- 
bines the advantages of language and visual 


about the physical world. 


presentation in a specific and coordinated mes- 
sage with a high teaching potential. From the 
scratched stone drawings of ancient times to 
the sophisticated three-dimensional clay models 
of today, exhibits have been used to teach and 
to stimulate interest. 


Certainly, the exhibit has long been an im- 
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Hall of Health 





Modern exhibit techniques in the Smithsonian Institution’s new Hall of Health 
both educate and fascinate as they develop the theme: “Through the Ages, 


Man’s Knowledge of His Body.” 


Opened in November 1957 in the Arts and 


Industries Building, the hall stresses health rather than disease. 


teaseeseesy 


BEM 





Exhibits illustrate effectively how the nor- 
mal, healthy body is put together and how it 
works. Stages in embryo growth, birth and 
growth of a baby, bones and muscles, teeth, 
heart and circulation, digestion, respiration, 
endocrine glands, eye, ear, and nervous sys- 
tem are all represented. 

Histarical units display detailed reproduc- 
tions of votive offerings, ancient manuscripts, 
and pages from the earliest printed books 
showing embryology, the skeleton, heart, 
brain, and digestive system as our ancestors 
knew them. 

4 center of attraction is the transparent fig- 
ure of a woman (left) which, through elec- 
tronics, light, and sound, shows the site and 
explains the function of major organs in the 
body. Other pushbutton exhibits reveal the 
inside of the human heart, anatomy of the 
tooth, site and action of endocrine glands, and 
brain function of a baseball player at bat. 

The popular wall exhibit, “Growing, Grow- 
ing, Grown,” has a series of cutout forms of 
varying sizes (above) for determining typical 
heights of children at years 3, 6,9, 12, and 15. 
Activities characterizing each age are illus- 
trated in photographs mounted at appropriate 


intervals along the cutout series. 
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portant means of communication in the fields 
of science and medicine. 

The first American scientific exhibit as it is 
known today was displayed at the annual meet- 
ing of the Indiana State Medical Association in 
1899. It consisted of a large collection of pathi- 
ological specimens prepared by two Indian- 
apolis physicians. It was such a great success 
that the two physicians displayed it the same 
year at the meeting of the American Medical 
Association held in Columbus, Ohio. Since 
1900, the scientific exhibit has been an official 
part of the annual meeting of that association. 

Today every sizable group in the health field 
gives the exhibit equal status with scientific 
papers and other original presentations. 

But exhibits also have broader and more 
general uses. With the complex growth of our 
society, it has become necessary to use the ex- 
hibit not only as a professional and scientific 
tool but also as a means of reaching the general 
public. In 1904 the first tuberculosis exhibit 
for the general public was developed in Balti- 
more. It attracted nationwide attention, and 
was soon followed by a similar display at the 
American Museum of Natural History in New 
York where it was seen by thousands of visitors. 
The following vear, the exhibit toured the East- 
ern States, under the sponsorship of the newly 
organized tuberculosis association and the guid- 
ance of one of the early disciples of visual 
health presentation, Evart G. Routzahn. 

Since that time, the health exhibit has become 
a staple of numerous meetings and shows, and 
particularly of State and county fairs in rural 
areas. The modern era, however, ushered in 
many new and wondrous communications 
media: films, filmstrips, radio, and television. 
In comparison with these devices, the exhibit 
was thought to be archaic as a health education 
technique. Enthusiasm for exhibits seemed to 
wane, 

Yet in 1939-40 the special hall of “Medicine 
and Public Health” of the New York World's 
Fair drew an estimated audience of 714 million 
people. A popular health fair organized in 
1954 in Miama, Fla., by the American Medical 
Association, with exhibits of the major profes- 
sional, voluntary, and governmental health 
agencies of this Nation, attracted about 50,000 
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visitors in 4 days. There were comparable 
crowds at subsequent health fairs in such cities 
as Los Angeles, Cincinnati, and Oklahoma City. 

I believe this is indicative of a number of 
things, but primarily of the tremendous popu- 
lar interest in health matters. A recent sur- 
vey, for example, revealed that newspaper read- 
ers wanted to see more articles on health than 
on any other single subject. Most of the major 
mass circulation magazines have special science 
and health departments. Popular pamphlets 
on health and hygiene reach millions of read- 
ers each year. 

This 


represents a challenge to us in public health as 


reservoir of interest and awareness 
it does to those in the broad field of education. 

As specialization in medicine and science be- 
comes narrower and deeper, as new knowledge 
emerges from laboratories and research institu- 
tions, and as modern life becomes increasingly 
complex, it is essential that we rely more and 
more on easily understood methods of com- 
munication. 

Since World War IT, the volume of medical 
research in this country has increased about 
fivefold. 
the problems posed by chronic illness and an 
There are things that can 


We are beginning to make inroads on 


aging population. 
be done to treat some forms of heart disease, 
tests of value in diagnosing some forms of 
cancer, and new techniques in the treatment of 
mental illness. Thus, the pool of information 
which demands interpretation and application 
continues to grow. 

To us in public health, this means that the 
specialist in communications, oral, written, and 
visual, is an important member of the modern 
health team. This fact is evident in the grow- 
ing number of these personnel who are taking 
their places on the staffs of voluntary and pro- 
fessional health organizations and of official 
agencies at all levels of government. 

For many years, for example, the Federal 
Government has made use of exhibits to help 
convey useful information of all kinds, both to 
professional groups and to the general public. 
In the health field, the medical museum was 
started by the Army during the Civil War. 
For almost a century, this nearby neighbor of 


the Smithsonian has made significant contri- 


263 








butions to medical knowledge through its 
exhibits. The Public Health Service, too, has 
found this technique of communication inval- 
uable, as have State and local health depart- 


ments. 

Today’s challenge is no less great for such 
creat institutions as the Smithsonian. The ex- 
hibit will always have a place in health educa- 
tion. As long as a youngster’s curiosity is 
whetted by a visual presentation of the mar- 
velous mechanism that is the human heart, then 
exhibits have no peer as a health teaching re- 
source. As long as there is zest for knowledge, 
then there is a need for new and better and 
more vivid ways of bringing that knowledge 


to people. 


Certainly we need to know more about how 
people learn through visual experience. We 
need to know how to improve the presenta- 
tion of facts and information and arguments 
through visual means. We need to know how 
to take advantage of the “teachable moment” 
that a superior kind of exhibit can make 
possible. 

Bruno Gebhard, director of the famous 
Cleveland Health Museum, has called a perma- 
nent health museum a “people’s university,” 
where ‘visitors may see, study, and learn at 
their own pace and in their own way. In this 
new Hall of Health, the Smithsonian Institu- 
tion has a “people’s university” offering guid- 
ance to better health for more Americans. 


Divorce and Annulment Data Collection Improved 


An improved system of collecting statistics on divorce and annul- 
ment of marriage was adopted January 1, 1958, by the Public 
Health Service. A divorce and annulment registration area has been 
set up as a start toward obtaining figures on divorces and annulments 


as reliable and comprehensive as on births and deaths. 
Since some States do not collect statewide figures on divorces and 
annulments, national statistics are based partly-on estimates. 


The new system not only provides a more accurate count, but also 
includes additional social and economic data on family breakdowns, 
information of value to courts, health and welfare agencies, and other 
groups dealing with dependency, juvenile delinquency, mental illness, 


and related problems. 


The uniform data will be collected by the National Office of Vital 


Statistics, in cooperation with 14 States and 


Territories: Alabama, 


Georgia, Idaho, Iowa, Montana, Nebraska, Oregon, Pennsylvania, 
South Dakota, Tennessee, Utah, Virginia, Wisconsin, Wyoming, 
Alaska, Hawaii, and the Virgin Islands. 
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Audiometric Testing of School Children 


SAMUEL M. WISHIK, M.D., ELIZABETH R. KRAMM, M.A., M.P.H., 
and ELVIRA M. KOCH, R.N. 


EARING of school children in Reading, 
H Pa., was tested biennially during the 8 
school years 1946-47 through 1953-54 by the 
staff of the Reading School District. In 1952, 
results of these tests were used in a study of 
1,726 children in the fifth and sixth grades con- 
ducted under the auspices of the School Health 
Committee of the Pennsylvania Public Health 
Association. These children were selected be- 
cause they had been tested biennially for a 
6-year period. The 6-year study included prog- 
nostic implications and the relationship of 
hearing to academic retardation. In a report 
of the 1952 findings, the effectiveness of a bien- 
nial audiometric testing routine was evaluated, 
procedures for sweep check and_ threshold 
audiometric tests were described, and some of 
the definitions used in the study were given (7). 

The present report covers the 8-year period 
1946-54. The study continues to explore the 
question of the optimum periodicity of routine 
audiometric testing, measures the apparent 
impact of hearing impairment on academic 
progress, identifies certain prognostic signs, 
makes observations on the audiometric pat- 
terns of children between 5 and 14 years of age. 
Audiograms have been analyzed and the data 
are presented according to the ear involved 
and the age of the children rather than their 





Dr. Wishik is professor of maternal and child health 
and Miss Kramm is research associate in maternal 
and child health, Graduate School of Public Health, 
University of Pittsburgh. Miss Koch is a school 
nurse with the Reading School District, Reading, Pa. 
This paper was presented in part at the annual meet- 
ing of the American Public Health Association in 
Atlantic City, N. J., November 14, 1956. 
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grade level. Since reasonably complete in- 
formation on medical findings and treatment 
was not available, this important aspect of the 
problem cannot be reported. Administrative 
recommendations and research suggestions are 
offered in the light of the findings. 

During the period from 1952 to 1954, 1,592, 
or 92 percent, of the 1,726 children previously 
reported on (7) had at least one audiometric 
test. Other than those who transferred out of 
the Reading public schools, only 36 children 
from the original study group who were still 
attending school were not tested. 


Method 


Frequencies on the audiogram were divided 
into low, middle, and high ranges. Frequencies 
128 and 256 were included in the low range; 
512, 1,024, and 2,048 in the middle range; and 
4,096 and 8,192 in the high range. Frequencies 
2.896 and 5,792, not done routinely, were in- 
cluded in the high range. Frequency 11,554 
was not used in this study although it was in- 
cluded in the test procedure. Overlapping of 
frequency ranges was avoided in order to facill- 
tate the drawing of statistical conclusions. In 
the remainder of the paper, frequencies will be 
referred to in round numbers. 

To pass the threshold test, a child was ex- 
pected to hear frequencies 250-4,000 at 20 deci- 
bels, frequencies 125 at 25 decibels, and fre- 
quencies above 4,000 at an average of 30 deci- 
bels. He was considered to have failed the test 
if his hearing fell below the standard in two 
or more frequencies in either ear. The average 
of frequencies above 4,000 was counted as one 
frequency. 
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The scale of severity of hearing impairment 
was: average hearing at 20 decibels or less, nor- 
mal; 21-30 decibels, slight hearing loss; 31-40 
decibels, moderate loss, and over 40 decibels, se- 
vere loss. Despite differences in passing stand- 
ards, the same scale was applied to all three fre- 
quency ranges, in order to give full considera- 
tion to the possible significance of the very low 


and the very high ranges. 


Periodicity of Testing 


A routine biennial testing program should 
reach 50 percent of the total school enrollment 
each year. This was accomplished by routinely 
testing all children in the first, third, and fifth 
grades. More than 50 percent of the children 
were tested each year except in 1946-47 and 
1947-48, the first 2 years of the study, when 
18.1 and 46.7 percent, respectively, were tested. 
In addition to the routine tests in the odd 
grades, children were tested whenever special 
indications existed. ‘Therefore, more than 50 
percent were usually tested in any year. The 
largest number tested in any one year during 
the study period was 69 percent. 

A tally of the number of children given an 
audiometric test in a particular year does not 
give a complete picture of the extent to which 
a given child is tested during his school career. 


When a testing routine is administratively or- 
ganized by school grades, the goal of biennial 


testing of a given child can be disrupted by late 
admission to school, early dropout from school, 
or repetition of grades. The age groups stud- 
ied were 5-7, 8-9, 10-11, 12-13, and 14 years 
and over (table 1). Sixty-nine percent of the 
children were tested over the desired span of 
four or more 2-year intervals. Among the 116 
children who failed a test at any time during 
the study, 70, or 60 percent, had this span of 
test coverage, and all but 3 of the remaining 
children were carried through 3 age groups. 
The span of coverage by age groups indi- 
cates the time from beginning to end of the 
testing of any given child but does not imply 
that there was continuity or completeness of 
testing within that period. Table 1 indicates 
the longitudinal extent of the study and dem- 
onstrates that, despite the greater administra- 
tive problem, any routine program of periodic 
audiometric testing should be scheduled for in- 
dividual children by age group rather than By 


academic grade. 


Effectiveness of Periodic Retesting 

Of the 1,726 children in the study, 116, or 6.7 
percent, failed an audiometric test one or more 
times. These children are designated as “ever 


Table 1. Age span of audiometric test coverage of total study population and of children who ever 
failed a test 


Number 
Age-group span } age 

groups 

spanned 


Total - 
5-7 through 14 and over 5 
5-7 through 12-13 ) ' 


8-9 through 14 and over | 


5-7 through 10-11 . 
8-9 through 12-13-_-_- 3 
10-11 through 14 and over 


5-7 through 8—-9_—__ | 
> 


8-9 through 10-11 , 
10-11 through 12-138 | a 
12-13 through 14 and over 
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Children 


Number Percent 
Tested Ever Tested Ever Tested Ever 
failed failed failed 
1, 726 116 100. 0 100. 0 ‘100. 0 100. 0 
29 8 i 6.9 a i 6. 9 
1, 075 50 62. 3 ei — pe 
93 12 5. 4 10.3 | O41. 4 53. 4 
22 17 12. 8 14. 6 
206 17 11.9 14. 6 21.4 37. O 
1 9 3. O = 
11 6 | 
22 l LZ 9g 
° > 9 
15 9 9 17 5 O 2. 6 
3 2 
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failed.” The failures were fairly evenly dis- 
tributed within each age group (table 2). The 
high percentage of failures among children 14 
years old and older should be disregarded since 
these are an atypical group. Sixty-five, or 7.5 
percent, of 869 boys failed an audiometric test 
at some time during the study compared with 
51, or 6.0 percent, of 857 girls. 

The age distribution shown in table 2 is of no 
help in assessing the case-finding effectiveness 
of the biennial test program in children of dif- 
ferent ages since it does not indicate how many 
new cases of hearing impairment were dis- 
covered in each age group. Nor would data on 
age at first discovery of hearing impairment 
give information on the increment resulting 
from a biennial test program unless all new 
eases had been tested in the biennium immedi- 
ately prior to their first failure and had passed 
that test. 
defined as “candidates for first failure by bien- 


Only these children can correctly be 
nial retest.” 


Table 2. Number children tested and number 
and percentage who failed a test, according 
to age group at time of test 


Failed 
Age group (years) Number 
tested 
Number | Percent 
5-7 _- 1, 336 31 2.3 
8-9 1, 595 64 4.0 
10-11 1, 661 52 3. I 
12-13 _ 1, 467 45 3. 1 
14 and over 176 18 10. 2 


The percentage of such candidates who failed 
the test drops progressively with age, from 2.5 
percent in the age group 8-9 years to 1.0 per- 
cent in the group 10-11 years old, to 0.8 percent 
in the next higher age group (table 3). In 
other words, the returns from routine biennial 
retesting become progressively smaller as the 
test program continues through the age groups. 

In sharp contrast, the percentage of children 
who failed the first audiometric test increased 
with age (table 4). Obviously, delayed first 
testing occurred in a selected group of children 
who had a high rate of failure in the audio- 
metric test. This kind of experience has con- 
tributed to the impression that newly developed 
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Table 3. Number of candidates for first failure 
at biennial retest, according to age group, and 
number and percentage of new cases found 


Candidates New cases 
for first 
failure, at 


biennialretest!) Number Percent 


Age group (years) 


$-9__.- — 1, 243 28 2.3 
10-11- 1, 449 14 1. 0 
12-13 1, 329 10 Ss 


1“ Candidates”’ are defined as children who had never 
previously failed an audiometric test and who had been 
tested in the immediately preceding age group. 


hearing impairment occurs rather often among 
older children, whereas hearing loss probably 
existed for an unknown time prior to the time 
of the first audiometric test and prior to dis 
covery of hearing impairment in many in 
stances, 

Data on longitudinal observations of the en 
tire study group indicate that the results of the 
first tests given to a group of children make 
it possible to identify the majority of those 
who will fail an audiometric retest (table 5). 
Among the 1,305 children who passed the hear- 
ing test in the first age group, 48 (3.3 percent) 
failed a subsequent test, and only 12 (1.1 per 
cent) of the 1,062 children tested in the group 
aged 12-13 years showed a failure at that time. 
On the other hand, among the 31 children in the 
first age group who failed the test, 15 (48.4 per- 
cent) failed again later, and 9 (29.0 percent) 
failed at 12-13 years of age. 

Even though subsequent test histories of 
those passing and those failing the first audio- 


metric test differ greatly, a subsequent failure 


Table 4. Number of children taking audiometric 
test for first time and number and percentage 
of new cases discovered, according to age 


group 


| Children New cases 
| taking test 


| for first time 


Age group (years) 


Number) Percent 


5-7... 1, 336 31 2.3 
8-9 321 23 7. 2 
10-11. _- 66 | 6 | 9. 1 
12-13 eee eet 3 |--------|------- 
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Table 5. 
5-7 years 8-9 years 
Pass __ 1, 215 
NE 6 tte hace 1, 305 Fail____- 
Not tested 
| Pass 
NE tia cma aie 31 | 
Fail _- 
Pass _- 
Not tested........ 390 |< Fail___.- 


Not tested 


rate of 3.3 percent in the passing group is still 
too hiahe to discontinue retesting. But the jus- 
tification for discontinuing testing 
stronger with each retest. Children who have 
passed all tests while in the first two groups 
are unlikely ever to fail subsequently. Eleven 
of 1,215 children in this category failed the test 
at 10-11 years, a failure rate of 0.9 percent, and 
only 7 out of 1,003, or 0.7 percent, of those tested 
failed in the group aged 12-13 years. When 
children miss taking a test in 1 of the first 3 
age groups but pass in the other 2 groups, a 
similarly favorable pattern is present; only 1 
out of 327, or 0.3 percent, failed after passing 
both tests done in the first 3 groups. 


grows 


If routine audiometric testing had been dis- 
continued for children successively passing the 
audiometric test in two early age groups with- 
out a history of any test failures, only approxi- 
mately half the routine tests reported would 
have been done. If such a restricted procedure 
had been followed and if reliance had rested 
entirely on the routine testing program, 16, 0 
13.7 percent, of the failing children would have 
been missed. The suggestion that the age span 
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Sequence of results of audiometric retests, according to first test findings on 1,726 children, 
by age group 


12-13 years 


Pass Fail Not 


10-11 years 


tested 
ey 1, 167 965 , 198 
Pail....... 11 5 3 3 
| Not tested_ 37 26 11 
{ Pass... -- 18 17 1 
Fail___ 10 l & 4 
| Not tested Canes: Haeee Peas 
net SS 61 55 e 6 
Je Bede : oe 
| Not. tested l gidbast cs 
ergy 16 8 P 8 
, =e 1 yy Sos! oa 
| Not tested 6 hae 1 
| Bass - . - a 4 3 we 1 
Fail___- 9 l a 
| Not tested Aca. We : me Ene 
| Pass—--.~.- ; 271 246 1 24 
=e 4 2 ff Bee 
| Not tested 233 22 } ee 
| a 12 y 2 1 
Fail_ 1] 2 7) 
Not tested_. I Paes: Of Snaeeee ae 
[} , Ss 60 53 5 - 
Fail_ 6 3 3 — 
| Not tested 5 3 


of the routine part of the test program be re- 
stricted will be modified later in the light of 
other findings. 


Chronicity of Hearing Loss 


A more detailed analysis of the longitudinal 
pattern of test results among the 116 children 
who ever failed a hearing test gives additional 
clues to answer the question, What is the best 
timing and frequency of routine audiometric 
testing? Most of these children did not have 
continuous hearing loss. They failed the au- 
diometric test 275 times, or 49.3 percent of the 
558 tests they took. The extent of “chronicity” 
among them and in their 177 ears whose hear- 
ing was ever affected is shown in table 6. The 
distribution of chronicity of hearing loss 
among pupils and among ears was similar. 
About half the audiometric test failures, those 
in the “temporary short” and “indeterminate” 
groups, were not repeated. There were other 
nonpermanent types of hearing loss; only 29 
percent of the failing pupils and 24 percent of 
the failing ears fell into the definition of “con- 
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tinuous hearing defect” after failure of an au- 
diometric test had first occurred. 

In view of the common occurrence of a short 
duration of hearing loss, is the biennial test in- 
terval too long? How many new cases would 
be discovered by an annual testing program / 
On 427 occasions, 302 children who had never 
failed a hearing test were retested 1 year after 
a previous test. Ina sense, these children were 
“candidates for first failure by annual retest.” 
Fourteen, or 3.2 percent, failed. The failure 
rate was 4.7 percent for the children under 10 
years of age and 2.2 percent for those 10 years 
old or older. 

Valid conclusions on the effectiveness of an- 
nual retesting of hearing cannot be drawn from 
a biennial testing program. In this study, 
some children were tested after a 1-year inter- 
val because of suspected hearing loss or repeti- 
tion of a grade. However, appreciable num- 
bers of children, particularly in the younger 
age groups, show hearing impairment some of 
the time within a 2-year interval. The only 
way to determine the value of annual retesting 
is to study the number of new cases found in 
an annual testing program. 


Hearing Impairment on Entering School 

An appreciable amount of hearing loss un- 
doubtedly starts in the preschool years. There- 
fore, in the age group 5-7 years, children who 


Table 6. 


had hearing impairment at the time of the first 
audiometric test were compared with children 
who had normal hearing in the early school 
years but subsequently failed a hearing test. 
Criteria selected for comparison were continu- 
ity and severity of hearing impairment and in- 
volvement of one or both ears. 

The 31 young children who had hearing difli- 
culty when they entered school had the lowest 
proportion of “temporary-short” impairment 
of hearing, that is, no audiometric test failures 
after the first failure. Their percentage of 
temporary-short involvement was 36 compared 
with 63, 42, and 50, respectively, among the 
children who had normal hearing on admission 
but first failed a test in the later age groups (28 
children in the 8-9 group, 15 in the 10-11 
group, and 11 in the 12-13 group). The moder- 
ate difference between the entering pupils and 
older pupils is more noteworthy because it is 
directly contrary to the relatively common oc 
currence of temporary loss of hearing in the 
younger children as a whole. Four-fifths of 
the temporary-short failures in the study group 
occurred before 10 years of age. This tends to 
support the belief that the hearing impairment 
in entering pupils was not an acute transient 
episode but had been present prior to admission 
toschool. 

The same young children showed other evi- 
dence of having greater hearing damage than 
the older groups. At the time of first failure of 


Number and percentage distribution of children and separate ears ever failing an 


audiometric test, according to chronicity of hearing defect 


{In rank order of frequency] 


Chronicity 


Totel..... 
Temporary short !__- 


Continuous ?____-- : 
Temporary extended *_____. 


Intermittent ending in pass °_ 


Number Percent 
Children Kars Children ears 
116 177 100. 0 100. 0 
47 SI 10. 5 15.8 
33 42 28. 5 23. 7 
20 26 17.2 14.7 
Ss 10 6. 9 5. 6 
4 10 3. 4 5. 6 
4 8 3. 4 1.5 





1 Failing 1 test only and passing subsequently. 

2 Failing all tests after first failure. 

3 Failing consecutive tests more than once but ending 
in a pass. 

4 Passing all tests except the last. 
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5 Passing a test between failures and ending with a 
failure. 
6 Passing a test between failures and ending with a 


pass. 
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an audiometric test, the children in the youngest 
age group had a much higher percentage of bi- 
lateral involvement (71 percent) than those in 
the other three age groups (38, 47, and 45 per- 
cent, respectively), as well as greater severity 
of hearing loss in the middle frequency range. 
Average weighted scores of severity of hearing 
impairment for the four age groups were 150, 
Weights of 100, 
200, and 300 were given for slight, moderate, 


136, 86, and 50, respectively. 


and severe involvement of the middle frequency 
range. Poorer audiometric scoring in the 
youngest group is all the more meaningful in 
the face of the greater average acuity of hear- 
ing that is believed to be normally present in 
the early years. 7 
Bilaterality and severity of hearing impair- 
ment may be related to age differences alone. 
One demonstrable age correlation in the total 
study population was the finding that younger 
children who fail an audiometric test show loss 
of hearing over a wider spread of frequencies 
than do the older children, whose hearing im- 
pairment is more likely to be focused on a nar- 
rower range of frequencies. The decrease in 
involvement of ranges with increasing age took 
place in the lower and middle frequencies rather 
than in the high tones. Age differences did not 
apply when hearing loss exceeded 40 decibels. 
The extent to which a child suffers from his 


Table 7. Total number of children and number 
and percentage with unfavorable audiomet- 
ric test history, according to age at admission 
to first grade 


Ever failed test 


Age level at time of Total 
admission to first grade child- 
ren ! Num- _ Percent 
ber 

Total 1, 724 116 6. 7 
Normal 2. a 1, 480 88 5. 9 
1 year behind_---- = 166 20 12. 0 
2 vears behind _ - ~~ = 52 7 13. 5 
3 and 4 years behind__.- 26 1 3.8 


1 Excludes 2 children whose age at time of admission 
was unavailable. 

2 Below 7 years. 

Norte: Chi-square based on 2 x 2 table for normal 
age level and 1 year behind, x? =11.73 P< .001; and 
for normal age level and 2 years behind, x? =5.85 


P<.02. 
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hearing impairment is greatly influenced by 
whether one or both ears are affected. Among 
the 116 children who ever failed an audiometric 
test, laterality of involvement was known for 
111. Half of these had bilateral loss of hearing 
at the time of first failure of an audiometric 
test. Among the group 5-7 years old, 69 per- 
cent of all failures were bilateral compared with 
45-47 percent in each of the three older age 


groups. 


Impact Upon Academic Progress 


The possible effect of hearing impairment on 
a child’s school work was studied in three ways: 
by age on admission to school, by repetition of 
academic grades, and according to grade at the 


end of observation. 


A ge of Admission to School 


Among the children admitted to school at 
the normal age level (below 7 years), 5.9 per- 
cent ever failed a hearing test during the study 
period compared with 11.5 percent of those 
whose admission to school had been delayed. 
This is a_ statistically significant difference 
(°=11.8 P<.001), which may connote that 
undiscovered hearing loss was associated with 
and may have contributed to delay in accept- 
ance at school. Also, 16 of the 28 children 
whose admission to school was delayed and who 
failed an audiometric test at some time failed 
the first time they were tested. 

Intermittent hearing loss may exist prior to 
as wellas after admission toschool. Among the 
children who entered school late but passed the 
first audiometric test, the failure rate in the 
group aged 8-9 years was 314 times the rate 
among children who were admitted to school at 
5-7 years of age and passed their first. audio- 
metric test. 

Gross delay in admission to school probably 
results from causes other than hearing defect. 
Among 218 children who entered school 1 and 2 
years late, 12.0 and 13.5 percent, respectively, 
ever failed an audiometric test whereas, among 
the 26 children admitted to school 3 or more 
years late, only one instance of hearing loss was 
then or subsequently discovered (table 7). 

The delay in receiving the first audiometric 
test was appreciably greater than usual among 
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Table 8. Total number of children and number 
and percentage who repeated one or more 
grades, according to audiometric test history 


Repeated one or 
more grades ! 
Audiometric test history | Total 


children 
Num- | Percent 
ber 
Total__ .-.|2 1, 722 333 19. 3 
Never feiling____- ~~ _ 2 1, 606 294 18. 3 
eer CN ie os cee 116 39 33. 6 


1 Excludes children admitted to first grade under 
6 vears of age who repeated the first grade only. 

2 Excludes 4 children whose record of grade repetition 
was unavailable. 


Nore: x?=14.89 P<.001. 

children who entered school late. Because these 
children often deviated from the routine grade 
placement, they tended to miss the scheduled 
tests for their group and ty have recognition of 
their hearing impairment still further post- 
poned. 

Re pe tition of Academic Grades 

Children who ever had hearing impairment 
during their school lives were twice as likely to 
repeat a grade as were other children (table 8). 
The magnitude of the impact of hearing im- 
pairment on academic status can also be sought 
through the grade repetition ratio, or the total 
number of grades repeated per 100 children. 
This ratio was 46 among children who ever 
failed an audiometric test compared with 20 
among those who never showed hearing impair- 
ment. Thus, a child with a hearing defect not 
uncommonly repeats more than one academic 
grade during his school career. 

In the present study it was not possible to 
examine the time relationship between hear- 
ing loss and school work because the data gave 
time of recognition of hearing loss rather than 
time of onset and time of repetition of a grade 
rather than time of the beginning of poor 
academic work. Comparison of age of grade 
repeaters with nonrepeaters at first audiometric 
test failure and separate comparison of audio- 
metric test failers with nonfailers at first repe- 
tition of a grade showed no meaningful differ- 
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ences. There was no significant pattern of 
time relationship between first audiometric 
failure and first repetition of a grade in the 39 
children who had both. Furthermore, there 
was greater delay in the time of audiometric 
testing of children who repeated grades than 
in the testing of other children, again ap- 
parently due to their falling out of step with 
the grades of their fellow pupils and being 
missed by the routine biennial testing pro- 
gram. 
Grade at End of Observation 

A combination of factors determines a child’s 
academic status at the end of his school career. 
Therefore, the grade-age relationship at the end 
of the observation period was set up as the 
third index of possible impact of hearing im- 
Among the 114 
children who ever failed an audiometric test, 


pairment upon school work. 


38.6 percent had not reached their normal aca- 
demic grade level at the terminal point of the 
study, whereas only 24.4 percent of the 1,609 
children whe had not shown hearing impair- 
ment at any time in their school career were 
behind their expected grade at the end 
(x°= 13.66 P<.001). The audiometric failure 
rate was far greater among children 2 years 
behind their age group than among those 1 year 
behind, and 3 times as high as among children at 


Table 9. Number and percentage distribution 
of children with unfavorable audiometric test 
history, according to age-grade relationship at 
last observation 

] 
Ever failed a test 
Age-grade relationship | Number 


| tested ! 
Number? | Percent 
Total__ - 1, 723 114 6. 6 
Normal age level 1, 286 70 5. 4 
1 year behind_- a 246 17 6.9 
2 vears behind - - 124 21 16. 9 
3 and 4 years behind_. - 67 6 9. 0 


1 Excludes 3 children whose grade classification was 
unavailable. 

2 Excludes 2 children whose grade classification w: 
unavailable. 


=- 


Ss 


Note: Chi-square based on 2 x 2 table for normal 
age level and 2 years behind, x?=28.94 P<.001; 1 and 
2 years behind, x?=9.08 P<.01; normal age level 
and 3 and 4 years behind, x?=1.12 P<.30. 
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normal grade level. In the group with 3 or 4 
years of total academic retardation, however, 
the proportion with hearing impairment 
dropped, suggesting that other factors, such as 
mental retardation, entered more fully into the 
picture (table 9). 

Detailed analysis of the longitudinal history 
of the children revealed a number of charac- 
teristic pictures. One group had hearing loss 
from the beginning and consistently thereafter. 
Half of these had fallen 2 or more years behind 
their normal academic level at the end of the 
study. These children usually had severe bi- 
lateral hearing impairment. 

Karly in their school careers, the children 
who probably had had a hearing defect prior to 
admission to school were grossly retarded aca- 
demically. They were delayed in being ad- 
mitted to school, missed their audiometric tests 
for varying lengths of time after admission, 
and repeated one or more grades before their 
hearing impairment was recognized. Strangely 
enough, half of them had only unilateral hear- 
ing defect. The nature of the hearing loss and 
its tendency to eventual improvement suggested 
an infectious etiology rather than that organic 
brain damage was the common basis for a nerve 
type of hearing impairment associated with 
mental retardation. Unfortunately, informa- 
tion on clinical findings and intelligence testing 
was not consistently available. Ina number of 
slow-iearning children, superimposed mild or 
moderate hearing impairment seemed to con- 
stitute a considerable handicap. 


Prognosis 


In order to make a retrospective appraisal of 
the prognostic implications of early audio- 
metric test findings, the following indexes of the 
course of hearing impairment and its end re- 
sults were established: chronicity; severity of 
hearing loss at the last audiometric test in dif- 
ferent frequency ranges, especially the middle 
frequencies; and impairment of hearing in one 
or both ears at the last test. These indexes were 
analyzed in relation to (a@) hearing impairment 
in frequency ranges at first test failure, (>) 
hearing impairment in combinations of fre- 
quency ranges at first failure, (c) severity of 
hearing impairment in the three frequency 
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ranges at first failure, (d) greatest severity of 
involvement in the three frequency ranges dur- 
ing the period of observation, and (e) consist- 
ency of laterality of hearing impairment. 


Frequency Ranges 

Among the children followed for 3 or more 
years after failure of an audiometric test, there 
was general correlation in the group as a whole 
between the number and severity of hearing im- 
pairments in any one of the three frequency 
ranges-at the time of first test failure and the 
persistence and degree of loss in that same range 
at the time of the last test. The correlation 
held more strongly for high tones than for 
middle tones and for middle tones than for low 


tones. 
Combinations of Ranges 


Table 10 gives the percentage distribution of 
frequency ranges and combinations of ranges 
at the time of first failure of the ears that ever 
failed an audiometric test. Table 11 shows that 
among the 148 ears for which data on chron- 
icity of hearing impairment were available, 25 
percent had continuous audiometric test fail- 
ure. The direct correlation between height of 
‘arly hearing impairment on the frequency 
range scale and tendency of hearing deficit in 
that same frequency range to persist also was 
evident when combinations of two frequency 
ranges were affected at the first failure of a 
test. The rank order of percentage of contin- 
uous failure after early dual range involvement 


Table 10. Distribution of combinations of fre- 
quency ranges affected at time of first failure 
of audiometric test by an ear 


[Arranged in rank order of percentage distribution] 


Combinations of frequency Number ! Percent 
ranges 

as 158 100. 0 
Low, middle, and bigh 71 44.9 
Low and middle_ _-_-- 23 14. 6 
Middle and high_- 22 13. 9 
High only__.-- 20 12.7 
Low and high- -- S 5. 1 
Low only - __-- 8 5. 1 
Middle only_--- 6 3. 8 


1 Excludes 19 ears for which audiogram of first 
audiometric test failed was unavailable. 
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Number and percentage of classes of chronicity’ of hearing impairment, according to 
combinations of frequency ranges affected at time of first failure of an ear 


Table 11. 


{Arranged in rank order of percentage distribution of continuous impairment] 


Number Percent 








Combinations of frequency ranges Total ? 
Temporary Temporary 
Continuous and Continuous and 
intermittent intermittent 
Total iearis 148 37 111 25. 0 75. 0 
Middle and high_- aon 22 14 S 63. 6 36. 4 
High only____------_- , : 17 7 10 41.2 58.8 
Low and high_~____-_- . 5 l 20. 0 80. 0 
Low and middle_--_--- 23 1 19 17. 4 82. 6 
Middle only_-_-------- 6 1 5 16. 7 83. 3 
Low, middle, and high- _ 67 +) 58 13. 4 86. 6 
a 1 7 12.5 87.5 


1 See footnotes to table 6. 


2 Excludes 10 ears with “indeterminate impairment” and 19 ears for which audiogram of first audiometric test 


failed was unavailable. 


was: high plus middle, high plus low, and 
middle plus low. 

With one exception, hearing impairment in 
two ranges increased the tendency to continuous 
hearing failure, as follows: 

High plus middle was more chronic than high 
alone. 

High plus middle was more chronic than mid- 
dle alone. 

High plus low was less chronic than high 
alone (the exception). 

High plus low was more chronic than low 
alone. 

Middle plus low was more chronic than mid- 
dle alone. 

Middle plus low was more chronic than low 
alone. 

When hearing impairment existed in all three 
frequency changes, however, continuous failure 
was least likely. 

Since the middle frequencies are the ones es- 
sential to functional hearing of speech, it is 
important that the prognostic significance of 
early loss of hearing in any frequency range 
must be assessed in relation to the end point of 
hearing impairment for the middle frequency 
‘ange. Detailed analysis helps to explain the 
‘ank order of the frequency ranges in respect 
to their seeming prognostic significance for 
continuity of hearing impairment (table 11). 
Although the numbers of ears tested are small, 
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the differences in chronicity of hearing impair- 
ment in the middle frequency range are strik- 
ing. 

Four possible patterns of combination of fre- 
quency ranges include the high range. The 
highest percentages of continuous hearing im- 
pairment occurred when hearing impairment at 
the time of first audiometric test failure had 
been found in 3 of these 4 combinations (table 
11). At first glance, this would suggest that 
any loss of hearing in the high range at the 
time of first failure of an audiometric test has 
great significance for continuity of hearing im- 
From a practical viewpoint, how- 
The correlation existed 


pairment. 
ever, this is not so. 
only with the definition used for failing a 
threshold test, not with ultimate functional 
hearing as judged chiefly by middle frequency 
range loss. 

End-point middle frequency range loss of 
hearing evidently related back to early middle 
range loss and did not occur to more than a 
slight extent when no loss of hearing in the 
middle frequency range had existed at the time 
of first failure of an audiometric test (table 
12). Observation of these children over a 
longer period of time is necessary to determine 
whether the slight impairment of hearing in 
the middle frequency range that sometimes oc- 
curred ever becomes more significant. When 
the first test failure consisted of loss of hearing 
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in the high frequency range only, the high pro- 
portion of continuing failure of the audio- 
metric test was made up almost entirely of per- 
sistent failure in the high range exclusively. 
Only 3 of the 18 ears in this group whose con- 
tinuous failure of audiometric tests spanned 3 
or more years developed even a slight degree of 
hearing loss in the middle frequency range. As 
an added check, audiograms were studied of 20 
ears in 15 children which had been labeled 


“borderline” 


rather than test failures. These 
children had shown some loss of hearing at the 
6,000 or 8,000 frequency at one time or another 
but the loss was not enough to drop the high 
frequency range average below the passing 
standard. The majority of these children were 
8 years of age when hearing loss was first noted 
and 13 of them were boys. The amount of loss 
was usually less than 50 decibels, in which case 
it disappeared within 1 or, at most, 2 years. 





Audiometric School Testing Program 


ADMINISTRATIVE RECOMMENDATIONS 


The administrative recommenda- 
tions listed below are based upon the 
findings of the study as they seem to 
fit together with other experiences, 
observations, and reports in the field 
of audiology and in school health pro- 
grams. The word “school” applies to 
all grades through high school, with- 
out regard to structural or organiza- 
tional separation. It is not intended 
that elementary, junior high, and 
high schools should treat their enter- 
ing students as entirely new to an 
audiometric testing program but that 
continuity in testing should be at- 
tained by effective coordination of 
programs and prompt transfer of 
health records with the students. 

1. School systems and health de- 
partments should work jointly for 
the development of comprehensive 
routine hearing screening programs 
among children of preschool age. 

2. Organization of the audiometric 
test programs in schools should be 
based on ages of children rather than 
on grade grouping. 

3. Sereening tests should be given 
routinely : 

a) To all students entering 
school for the first time. (Highest 
priority for prompt testing should be 
given to this group.) 

b) Annually to all children un- 
der 10 years of age, except those who 
have ever had hearing impairment. 

c) Possibly to all children just 
prior to their leaving school, espe- 
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cially among those who terminate 
their schooling before graduation. 

4. Screening tests should be lim- 
ited to the middle frequency range 
(500, 1,000, 2,000 decibels). 

5. A makeup test should be ar- 
ranged as soon as possible when 
children miss taking their routine 
tests, especially if these children fall 
into one of the special referral cate- 
gories listed immediately below. 

6. On referral, screening tests 
should be given to school children of 
any age when: 

a) The teacher, parent, or child 
himself, suspects hearing is not nor- 
mal. 

b) Infections or allergic involve- 
ment of ear, nose, or throat are fre- 
quent or excessive. 

c) Absenteeism is marked. 
(Criteria in terms of frequency, 
length, number, and type of absences, 
and ages of children should be estab- 
lished by the school health service.) 

d) Academic work is poor. 
(Criteria should be established by 
the school according to its pattern of 
instruction and grading.) 

7. Special effort should be made to 
obtain a test of hearing whenever a 
child has not entered school at the 
usual starting age. 

When hearing impairment could 
be a contributing factor, no child 
should be denied admission or de- 
layed in admission to school for sup- 
posed mental retardation or other 


reason without attempting a test of 
hearing. 

8. When a child fails a first screen- 
ing test, the audiometric test should 
be repeated the same day, possibly 
with partial threshold testing in the 
middle frequencies. If he fails a 
second time: 

a) His classroom teachers should 
be informed immediately of the pos- 
sibility of hearing impairment. 

b) A questionnaire on his earlier 
and recent hearing history should be 
filled out by the parents and child. 

c) He should be given a thresh- 
old test covering frequencies 250- 
8,000 approximately 3 weeks after- 
wards, or later if respiratory infec- 
tion is present. 

9. When a child fails a threshold 
test: 

a) The school health service 
should arrange to have him exam- 
ined by an otologist. 

b) He should be referred to the 
family physician or to the family’s 
usual resource for medical care, and 
the parents should be given an inter- 
pretation of the audiometric test re- 
sults and the otologist’s findings. 

c) Attempt should be made to 
send reports to the physician who 
treats the child. 

d) Prompt and persistent follow- 
up steps should be taken by the 
school and the school health service 
to assure adequate care. Frequent 
threshold retesting may help to moti- 
vate the family toward medical care 
as well as to measure the child’s 
progress. 
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The six children who had 50 decibels or more of 
loss retained this loss with minor fluctuations 
throughout the period of observation but never 
developed any other impairment sufficient to 


fail an audiometric test. 


In the small group of five cases with the pat- 
tern of loss of hearing in the low plus high fre- 
quency ranges at the first failure of an audio- 
metric test, the one ear that did not ultimately 
pass the test showed only slight loss of hearing 


Among 


in the middle range frequency 
the infrequent cases of initial loss of 


(table 12). 


hearing in the low range only, one ear showed 


» 


slight hearing deficit after 3 or more years. 


It seems safe to conclude that if a child has 


or is likely to develop appreciable difficulty in 
hearing speech, this can usually be detected by 
audiometric testing of the middle frequency 
range only. Therefore, in sweep check screen- 
ing tests time should not be spent on the low and 





10. Once a child has been found 
to have hearing impairment: 

a) He should be removed from 
the screening program and _ there- 
after be given appropriate supervi- 
sion and his hearing threshold 
should be tested as frequently as in- 
dicated by his clinical and academic 
progress. 

b) Mild hearing impairment in 
a child becomes more handicapping 
When it is associated with some de- 
gree of mental retardation. Such a 
child should have as complete audio- 
logic and psychological appraisal as 
possible so that an appropriate pro- 
gram can be planned for him. 

¢) Decision on modification of 
any child’s education because of 
hearing impairment should first be 
based on his immediate needs rather 
than on the prognosis and thereafter 


on careful observation and frequent 
reappraisal of the child rather than 
nature of his audio- 
metric score. This works in two di- 
rections. On the one hand, mild loss 
of hearing on the audiogram with a 
clinical picture that usually bears a 


on the mere 


good prognosis does not preclude 
prompt aggressive treatment, pos- 


sibly the temporary use of a hearing 
aid, and adaptations in the child’s 
educational program. On the other 
hand, the 
poor, definitive acceptance of that 
prognosis should be postponed and 
long-term educational and voca- 
tional plans should not be made un- 
til longitudinal and 
treatment for at least 2 years have 
permitted a more valid estimate cf 
the ultimate outcome. 


when prognosis seems 


observation 


SUGGESTIONS FOR RESEARCH 


A variety of audiometric screening 
methods deserve comparative studies. 

1. The increment of new cases 
found by an annual retest should be 
studied in a school screening pro- 
gram in which such annual testing is 
done routinely. 

2. The effects on meaningful case 
finding of narrowing the span of 
screening to the middle frequencies 
and to the younger ages, as here rec- 
ommended, should be studied in addi- 
tional school programs. 

3. If the pure tone sweep check 
method is used, studies should be 
done on the advisability of moving 
the screening decibel level closer to 
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the so-called zero line in the middle 
frequency range. The greater arti- 
fact of ambient noise in the low fre- 
quency range has heretofore been the 
major deterrent to establishing a 
more rigid passing standard for au- 
diometric tests. 

Change in the passing standard 
would also be in keeping with the 
greater acuity of hearing that is nor- 
mally present in young children. 
Audiometers have been calibrated to 
fit the hearing of adults, not children. 
The case-finding and prognostic value 
of a more rigid passing standard in 
the middle frequency range should be 
checked by comparative studies. 


4. In a routine screening program 
limited to as few as three frequen- 
cies, it may be desirable and feasible 
to do a threshold test rather than a 


sweep check test. The threshold test 


might detect changes in a child’s 
hearing in successive years even 


within the usual passing level, and 
it would establish for each child his 
own individual norm rather than peg- 
ging all children at the same norm. 

With the use of antibiotics, otolo- 
gists have been reporting the common 
occurrence of nonpurulent collections 
of fluid in the middle ear chamopers, 
producing an initial drop in hearing 
of as little as 10 decibels. Prompt 
recognition of this relatively minor 
degree of impairment might lead to 
“arly and aggressive therapy and to 
prevention of permanent damage. 

5. In the opposite direction to mov- 
ing from a sweep check to a thresh- 
old test, there may be effective short- 
euts to finding. Comparative 
studies should be made on the use of 
a single frequency, such as 1,000, or 
of some sound other than a pure tone 
but composed primarily of the middle 
frequencies. Verbal tests need fur- 
ther analysis. These have been dis- 
cussed by Lee Meyerson in Hearing 
for Speech in Children: A Verbal 
Andiometric Test (Supplementum 
128 to Acta Oto-Laryngologica 1956). 


case 


6. Evaluation should be done of 
the case-finding effectiveness of the 
several special referral criteria sug- 
gested in this paper. 

7. Time and cost studies of the 
various audiometric screening meth- 
ods are essential to help determine 
the most practicable procedures for 
testing large numbers of children. 
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Table 12. 


Combinations of frequency ranges affected at time of first failure of an ear, according 
to middle range involvement at time of last test 





[Frequencies arranged in rank order of total percentage with middle range loss] 


Frequency ranges affected at time of first failure 


Number 


Ears having middle range loss at last test 


Number Percent of column (2) 


Combinations of ranges of ears ! Total Moderate — Slight Total | Moderate | Slight 
and severe and severe 
(1) (2) (3) (4) (5) (6) (7) (8) 
Total 135 28 15 13 20. 7 11. 1 9. 6 
Middle and high : 21 2 9 3 57. 1 42. 9 14.2 
High only : 13 3 3 soe 23. 1 
Middle and low 19 } 3 l ai. i 15.8 §. 3 
Low and high- 5 l l 20. 0 7 20. 0 
Low only - -_-- : 8 l I 12.5 . 12. 5 
Middle, low, and high 64 7 3 4 10. 9 4.7 6. 2 
Middle only_---- a 5 : - ps emtaGiaaee 


x?=18.76 P<.001. 


high frequency ranges. When, however, one 
moves from finding new cases by screening tests 
to assessing, treating, and educating children 
with known hearing impairment, knowledge 
concerning any associated impairment of hear- 
ing in the low and high frequencies is important. 
A number of findings indicate that low and high 
frequency ranges should be included when 
threshold tests are done on children with 
known or suspected loss of hearing. 

The severity of end-point middle frequency 
range loss of hearing depended on early impair- 
ment of hearing in the middle frequency range 
in combination with 1 or 2 other frequency 
ranges (table 12) in the same rank order as the 
tendency of such combinations of ranges to per- 
sist (table 11), as follows: middle plus high, 
middle plus low, and middle plus high plus low. 


Severity of Hearing Impairment 

The mere presence at the time of first audio- 
metric test failure of loss of hearing in either the 
low or high frequency range combined with 
impairment of hearing in the middle fre- 
quency range was more significant than the 
severity of early impairment in the low or high 
range. Among the ears with loss of hearing in 
the middle range plus high range at the first 
failure of an audiometric test, the group with 
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! Number of ears with a 3-year span of test coverage after first failure. 


the highest proportion of persistence of hearing 
impairment (63.6 percent, table 11), there was 
no relationship between the severity of loss of 
hearing in the high range at the first test fail- 
ure and loss of hearing in the middle range at 
the last test. There was, however, striking cor- 
relation between the severity of hearing impair- 
ment in the middle frequency range at the first 
and last tests. 

Among the 19 ears with loss of hearing in 
the middle plus low frequency ranges at first 
failure of an audiometric test, the extent of first 
impairment of hearing in either the middle or 
low range had no relationship to whether an ear 
later passed or failed the audiometric test or 
to the severity of end-point middle frequency 
range loss of hearing when the ear did fail the 
test. Four ears showed audiometric test fail- 
ure after the first test. In none of the rare in- 
stances of initial loss of hearing in the middle 
frequency range only was there any hearing 
impairment after a span of 3 or more years. 

Of particular interest is the large group of 
ears that showed “across the board” loss of 
hearing in all three frequency ranges at the first 
failure of an audiometric test. Only 11 percent 
of these ears followed for 3 
more than slight middle range loss at the last 
Even among 10 children who had severe 


or more years had 
test. 
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loss of hearing in all 3 frequency ranges at the 
first failure of an audiometric test, 9 finally 
passed the sweep check test. Therefore, among 
children attending day school, “across the 
board” loss of hearing on audiometric test usu- 
ally is the result of acute rather than chronic 
hearing impairment. 

In this study, loss of hearing in some of these 
children may have been due to impacted wax, 
although case histories indicated the frequent 
existence of nasopharyngeal infection. This 
finding is in keeping with the experience of 
clinicians that there is a general “flattening” of 
hearing level associated with acute middle ear 
infection and that this flattening moves either 
toward recovery or toward persistent loss of 
hearing of a less even nature. The broad span 
of frequencies affected in the flattening gives a 
favorable rather than an unfavorable prognosis 
as long as the impairment is not excessive. 

The prognostic importance of “across the 
board” loss of hearing was borne out by a look 
at another group of children. This group was 
composed of seven children who were in the 
same age group as the study population and 
whose families resided in the Reading School 
District but who attended the State residential 
school for the deaf. All of these children had 
consistent “across the board” impairment of 
hearing from first to last tests, with much 
greater decibel loss than the children in the 
study. No child in the study population, for 
example, ever had an audiogram with every 
frequency reading at 60 decibels or more. Al- 
though severity and duration of “across the 
board” hearing impairment are of some assist- 
ance, it is not always possible to distinguish 
between the child whose hearing will clear up 
partially or completely and the child who will 
remain seriously handicapped. What is vital 
is the fact that the prognosis for many chil- 
dren with considerable hearing loss covering a 
wide spectrum of frequencies need not be a 
pessimistic one. 

An attempt was made to derive prognostic 
significance from the greatest degree of hear- 
ing impairment in each frequency range in any 
ear during the study period. Continuity of 
failure of audiometric tests or intermittency of 
hearing impairment ending in failure of the 
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test correlated directly with increasing severity 
of the poorest test result in the middle fre- 
quency range. The correlation was even 
greater with poor test results in the high fre- 
quency range. On the other hand, the ears that 
remained normal in the low frequency range 
despite failing one or more audiometric tests 
had the poorest prognosis for chronicity of 
hearing impairment. Evidently, unevenness in 
audiometric test score is more indicative of 
probable persistence of hearing impairment 
than is “across the board” homogeneous severity 
of hearing loss. This applies not only to ir- 
regular impairment of hearing in the three fre- 
quency ranges but to uneven severity of hear- 
ing loss from one frequency to another within 
any range. 
Laterality of Impairment 

Some interesting prognostic inferences may 
be drawn from the data on consistency of hear- 
ing impairment of one or both ears in the same 
children. Among the 58 children who failed 
the audiometric test in more than 1 year, 38 per- 
cent had unilateral involvement only, 24 per- 
cent had kilateral involvement only, and 38 
percent fluctuated between unilateral and _ bi- 
lateral involvement. In almost no instance did 
unilateral failure move from one ear to the 
other, and very rarely did hearing loss progress 
from unilateral to bilateral involvement. The 
change, if any, was usually in the other direc- 
tion. In general, a better prognosis for hear- 
ing status at the last audiometric test was sug- 
gested when there was fluctuation between bi- 
lateral and unilateral hearing loss during a 
child’s school career than if the loss was always 
unilateral or always bilateral (table 15). 

At the end of the observation period, 13 
children, or 8 per 1,000, had bilateral hearing 
loss of more than 30 decibels in the middle fre- 
quency range. Seven were in the school for 
the deaf; six were from the Reading School 
District biennial audiometric test 
These six children were the ones with a defi- 
nite deficit for hearing speech. Four had had 
hearing difficulty when they entered school; 
two developed hearing difficulty later. In the 
entire study population, there was only one 
child who had had the same degree and type 


program. 
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Table 13. Number of children who failed more 
than one audiometric test and number and 
percentage of failures at time of last test, ac- 
cording to laterality of impairment in all test 
failures 

Children Failed last test 

Laterality of ear involve-| failing 

ment when failing tests | more than 


1 test Number Percent 

Total __ - 58 36 62. 1 

Always unilateral 22 17 77.3 
Always bilateral _. 14 10 71. 

Mixed laterality —-__ --- 22 9 410. 9 


of hearing loss for 2 or more years but whose 
hearing at the last observation was no longer 
impaired to the same extent as at the beginning 
of the study. Information was not available 
on homebound children with other handicaps 


that could affect their hearing. 


Summary 


During an 8-year study of 1,726 school chil- 
dren aged 5-14 years in Reading, Pa., 116, or 
6.7 percent, ever failed an audiometric test. 

The increment of new cases of hearing im- 
pairment found by a biennial retest routine 
was 2.5 percent among “candidates” 8-9 years 
old, 1.0 percent in the group aged 10-11 years, 
and 0.8 percent in those 12-13 years old. 

Among children 5-7 years of age who passed 
their first audiometric tests, 3.3 percent failed 
a subsequent test. Among children in this age 
group who failed their first audiometric test, 
48.4 percent failed later tests. When children 
passed all their tests before 10 years of age, less 
than 1 percent failed thereafter. 

Hearing impairment persisted without in- 
terruption in 28 percent of the children and 
in 24 percent of the ears that ever failed an 
audiometric test. 

Young children whose hearing impairment 
was discovered about the time they entered 
school had more severe types of hearing im- 
pairment than other children, suggesting that 
the condition had probably existed for some 
time prior to admission to school. 

Rates of delayed admission to school, delay 
in receiving audiometric tests, repetition of 
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academic grades, and retarded grade status at 
the end of the observation period were higher 
for children who ever failed an audiometric test 
than for other children. Moderate unilateral 
impairment of hearing as well as severe or bi- 
lateral loss of hearing seemed to constitute an 
educational handicap, especially during the 
early years of learning language, reading, and 
spelling, when missing parts of the sounds 
might almost completely prevent a child from 
grasping the meaning of what he hears. 

Ultimate loss of hearing in the middle fre- 
quency range after failure of an audiometric 
test did not often occur unless there had been 
initial impairment of hearing in the middle 
frequency range. With initial middle fre- 
quency range loss of hearing alone, the prog- 
nosis was good; initial middle range plus low 
frequency range loss signified a poorer progno- 
sis, and initial middle plus high frequency 
range loss, the least favorable prognosis. 

Initial “across the board” loss of hearing in 
all three frequency ranges at 40 decibels or less 
usually denoted a good prognosis. More severe 
and early “across the board” impairment of 
hearing occurred in cases of persistent deafness. 

Unevenness of audiograms in severity of 
hearing impairment and in frequency ranges 
gave a poorer prognosis than evenness except 
for the most severely affected ears. 

Hearing impairment in 38 percent of the 
children who failed the audiometric test in 
more than one year was unilateral whenever 
they failed the tests, almost always in the same 
ear; in 24 percent, always bilateral; and in 38 
percent, impairment fluctuated between uni- 
lateral and bilateral involvement. Such fluc- 
tuation gave a better prognosis than when 
hearing loss was always unilateral or always 
bilateral. 

Eight children per 1,000 studied had an end 
point of bilateral hearing impairment of more 
than 30 decibels in the middle frequency range. 
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Milk Sanitation Honor Roll for 1956-57 


Sixty-four communities have been 
added to the Public Health Service 
milk sanitation “honor roll,” and 45 
communities on the previous list 
have been dropped. This revision 
covers the period from January 1, 
1956, to December 31, 1957, and in- 
cludes a total of 266 cities and 70 
counties. 

Communities on the “honor roll” 
complied substantially with 
the various items of sanitation con- 
tained in the milk ordinance sug- 
gested by the U. S. Public Health 
The State milk sanitation 
concerned report this 
compliance to the Public Health 
The rating of 90 percent 


have 


Service. 
authorities 


Service. 
or more, which is necessary for in- 
clusion on the computed 
from the weighted average of the 
percentages of Sepa- 
rate lists are compiled for communi- 
ties in which all market milk sold 
is pasteurized, and for those in 
which both raw milk and pasteur- 
ized milk is sold. 


list, is 


compliance. 


The suggested milk ordinance, on 
which the milk sanitation ratings 
are based, is now in effect through 





This compilation is from the Divi- 
sion of Sanitary Engineering Serv- 
ices of the Bureau of State Services, 
Public Health Service. 
vious listing, with a summary of 
rules under which a community is 


The pre- 


included, was published in Public 
Health Reports, October 1957, pp. 
943-946. The rating method was 
described in Public Health Reports 
53: 1386 (1938). Reprint No. 
1970. 





voluntary adoption in 477 counties 
and 1,398 municipalities. The ordi- 
nance also serves as the basis for 
the regulations of 34 States and 2 
In 14 States and 2 Ter- 
ritories it is in effect statewide. 
The 
complete measure of safety, but they 


Territories. 


ratings do not represent a 
do indicate how closely a commu- 
nity’s milk supply conforms with the 
milk as 


standards for grade A 


stated in the suggested ordinance. 
High-grade pasteurized milk is 
safer than high-grade raw milk be- 
cause of the added protection of pas- 
teurization. The second list, there- 
fore, shows the percentage of pas- 
teurized milk sold in a community 
which also permits the sale of raw 
milk. 

Although semiannual publication 
of the list is intended to encourage 
operating under the 
suggested ordinance to attain and 
maintain a high level of enforce- 
ment of its provisions, no compari- 
intended with communities 
under other milk ordi- 
nances. Some communities might 
be deserving of inclusion, but they 


communities 


son is 


operating 


cannot be listed because no arrange- 
ments have been made for determi- 
nation of their ratings by the State 
milk sanitation authority concerned. 
In other cases, the ratings which 
were submitted have lapsed because 
they were more than 2 years old. 
Still communities, some of 
which have high-grade milk 
supplies, have indicated no desire 


other 
may 


for rating or inclusion on this list. 


Communities awarded milk sanitation ratings of 90 percent or more, 1956—57 
100 PERCENT OF MARKET MILK PASTEURIZED 


Date of rating 





Community 


Arizona 


10-16-1956 
2....1957 


Graham County __-_--_- 
niin ancients 


Colorado 


12-14-1956 
1-19-1956 
8-27-1957 
2-— 2-1956 


Boulder County - 
Colorado Springs 
Re 
Pueblo County __- 

District of Columbia 
Washington_-_______-_- 3-12-1956 
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Community Date of rating 


Georgia 


CC 11-22-1957 
Athens-Clarke County. 4-— 2-1957 
pe _ 8-23-1957 
Augusta-Richmond 

County_-- 11— 9-1956 


Bainbridge 1-19-1956 
Baxley - ---- 8-14-1956 
Calhoun-Gordon 

County_. 9- 7-1956 
Cartersville - ; _ 1-30-1957 
Columbus___-_-_-_-- 1-18-1957 


Community Date of rating 


Georgia- Continued 


Dalton-W hitfield 
County~ 5-21-1957 
Douglas _ - 6-14-1956 
Griffin ___- 11-14-1957 
La Grange 12-20-1956 
Moultrie_ 5-22-1957 
Quitman ____- 5- 8-1957 
Savannah-Chatham 
County_.....- — 
Statesboro- Bulloch 
County- 


9-25-1956 


3-27-1957 
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Community 


Georgia 


Valdosta 


Waycross : 


Idaho 


idaho Falls 


Illinois 

Chicago 

Kvanston 

North Shore municipal- 

ities 

Glencoe 
Highland Park 
Kenilworth 
Lake Bluff 
Lake Forest 
Northbrook 
Wilmette 
Winnetka 

Oak Park_ 


Indiana 
Anderson ’ 
Berne, Bluffton, Warren 
area 

Calumet region 

Kast Chicago 

Gary 

Hammond 
Columbia City 
Klkhart, 


panee area__ 


Goshen, Nap- 

Evansville 

Frankfort 

Greencastle 

Indianapolis- Marion 
ae 

Kokomo 

Lafayette 

Lake County 

La Porte 

Muncie__- 

New Castle 

North Manchester 

Peru 

Richmond 

Rochester __- 

Salem 

South Bend 

Union City : 
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100 


Date of rating 


Continued 


ae 


18-1956 
8-30-1956 


1956 


6-13 


1957 


1957 


6-13 
3-13 


3-20-1957 


41-24-1957 
6-26-1957 
1-11-1956 


12-20-1956 
6-10-1957 
I— 4-1956 


8-13-1956 
2-19-1957 
9— 7-1956 
3-25-1957 

25-1956 
11-80-1956 
9-28-1956 
7- 3-1957 
4-10-1957 
$—24-1957 
2-19-1956 
6-28-1956 
3— 8-1956 
7— 3-1957 


PERCENT OF MARKET MILK 


Community 


Indiana 


Vincennes 
Warsaw 
Winchester _ __ 


Kentucky 
Anderson County 
Barbourville 
Bardstown- Nelson 
County 
Bell County 
Benton 
Bowling Green-Warren 
County eae 
Brandenburg 
Breckinridge County 
Cadiz 
Campbellsville 
Covington 
Eddyville 
Falmouth 
Frankfort 
Ceorgetown 
Greenville 
Hardinsburg 
Harrodsburg 
Hodgensville 
Hopkinsville-Christian 
County 
Lawrenceburg 
Leitehfield-Grayson 
County 
Liberty 
Louisville-Jefferson 
County 
Mayfield-Graves 
County 
Maysville 
Monticello 
Morgantown 
Murray 
Newport-Campbell 
County -...- 
Owensboro 
Paducah_ 
Paris-Bourbon County 
Russellville 
Smithland 


Spencer County 


-Continued 


PASTEURIZED 


Date of rating Community 


10— 3—-1957 
11-16-1956 


5-— 7-1952 


-Kentucky- 


Trigg County 10- 5 
Union County 


Communities awarded milk sanitation ratings of 90 percent or more, 1956—57—Continued 


Continued 


Date of rating 


Continued 


1956 
5-— 7-1956 


Mississippi 
Booneville 8-28-1957 
5-17-1956 Canton 11-14-1956 
11-28-1956 Clarksdale l— 9-1957 
Columbus - 9-19-1956 
9-21-1957 Corinth 7— 9-1957 
1-19-1957 Eupora__. 2-23-1956 
6— 7-1956 Greenwood 4-25-1956 
Grenada 9-24-1957 
7-22-1957 Hernando 1— 7-1957 
1-11-1957 Houston 6-26-1957 
5-31-1956 Tuka_ 7-11-1957 
10— 5-1956 Laurel 7-12 1956 
t 5-1957 Louisville 11-23-1956 
6-13-1957 MeComb 8— 2-1956 
6— 5-1956 Meadville 3— 7-1957 
1-26-1956 Meridian 6-18-1956 
10-18-1957 Morton 7-24-1956 
10-16-1956 New Albany 1-18-1956 
6—- 6-1956 Oxford_ 8-27-1957 
5-31-1956 Starkville 3-13-1957 
2-20-1957 State College 3-13-1957 
2-14-1957 Tupelo_-_- t— 99-1957 
9-26-1957 Missouri 
5-17-1956 Cape Girardeau 7-12-1956 
Chillicothe __ 3— 5-1957 
10—10—1957 Fulton — 3— 7-1956 
10-11-1956 Kansas City 8-17-1956 
St. Joseph 6-14-1957 
_. St. Louis County _ 8-28-1956 
119-1956 . 3 ; _ - 
Sedalia_ 8— 7-1957 
Springfield _- 10-26-1956 
8— 2-1957 
7-23-1957 Nevada 
¢-20-1956 Clark, Lincoln, and Nye 
6-— 5-1956 Counties _- _.. 5- 1-1957 
3-16-1956 
New Mexico 
10-18-1957 Albuquerque - 10-26-1956 
5-17-1956 Portales _ _ : 9-28-1956 
(31-1957 North Carolina 
o Stas Alamance County 3-15-1957 
11— ¢-1956 Beaufort County 5-22-1957 
6- 6-1956 Camden County 7— 5-1956 
6— 1-1956 Charlotte 5-— 7-1956 
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Communities awarded milk sanitation ratings of 90 percent or more, 1956—57—Continued 
100 PERCENT OF MARKET MILK PASTEURIZED—Continued 
Community Date of rating Community Date of rating Community Date of rating 
North Carolina—Continued Tennessee—Continued Utah 
Chatham County 8-13-1957 Decherd 11-20-1956 Logan . §& 41956 
Chowan County 7— 5-1956 Dyersburg 11-14-1956 Salt Lake City _ 2-10-1956 
Craven County 8-30-1957 Fayetteville 6— 7—1956 

Cumberland County 3-16-1956 Franklin 5- 3-1956 Virginia 
Durham County 8— 77-1956 Greeneville 6-19-1956 Alexandria 6-28-1957 
Edgecombe County 10— 5-1956 Humboldt 6-19-1956 Blacksburg 8-16-1956 
Forsyth County 2-22-1957 Huntingdon 10-29-1956 Bristol ll— 7-1957 
Guilford County 9-26-1956 Jackson 6-20-1956 Christiansburg 8-16-1956 
Halifax County 9-13-1957 Jefferson City 8-20-1956 Franklin 6— 7-1957 
Jackson County 12-12-1956 Knoxville-Knox Marion 11-29-1956 
Lee County 3— 74-1957 County 9-25-1957 Norfolk 6- 1-1956 
Lenoir County 2— 4-1957 Livingston 6- 8-1956 Portsmouth 3— 77-1957 
Macon County 12-12-1956 Loudon 5-24-1956 Pulaski 8-17-1956 
Montgomery County 10-22-1956 Manchester 10-12-1956 Radford 8-15-1956 
Nash County 1-17-1957 Memphis 7-11-1957 Richmond - + 6-1956 
New Hanover County 5-24-1956 Milan 6-19-1956 Roanoke 6 1956 
Northampton County 9 6-1956 Morristown 8-20-1956 South Boston 1-15-1956 
Onslow County 5-20-1957 Murfreesboro 8-14-1957 Staunton 1-27-1956 
Orange County 8-13-1957 Nashville-Davidson Suffolk 6- 6-1957 
Pamlico County 5-24-1957 County 10-28-1957 Waynesboro 12—- 5-1957 

Pasquotank County 7- 5-1956 Newbern 11-14-1956 

Perquimans County 7- 5-1956 Paris 11-17-1956 Washington 
Person County 8-13-1957 Shelbyville : 9-17-1956 Spokane 10-24-1956 
Rowan County 6-28-1957 Sparta 16-1956 Whitman County L1— 8-1956 

Sampson County 8-27-1956 Sweetwater 11-27-1956 Wsecansin 
Scotland County 5-30-1956 Tullahoma 10 Hin 1956 Appleton 1-10-1957 
Stanly County 12-11-1956 Winenester iS-ae-iaee Ashland 10-10-1956 
Swain County 12-12-1956 Texas Beaver Dam 2- 6-1957 
Bradv___. 6-26-1957 Burlington 10-24-1956 
Ohio Brownwood. 6-21-1957 Delavan 10-24 1956 
Lima 10 1957 Cleburne _- 3-13-1956 Dodgeville 5 oe — 
Dallas____--- __. 10-19-1956 Eau Claire a 4-100 
Ottahome - Falfurrias 6-22-1956 Elkhorn 10-24-1956 
Ardmore $—13-1956 mae : = tes ; 9 one 
Gladewater _ _ - nae 2-19-1957 Fontana 10-24-1956 
Bartlesville 2-26-1957 : e . ; ‘ -_ 
; Gonzales____-- 6-21-1957 Fort Atkinson 10-24-1956 
Guthrie 5-22-1956 Harlingen_- 6-14-1956 Green Bav 10-11-1957 
Okmulgee 5- 8-1956 Houston. 5-24-1956 Kenosha 7— 5-1957 
Sulphur 2— 9-1956 Jacksonville ___ 6— 7 1956 i lia 1-29-1957 
Tahlequah 5— 1-1956 Kerrville __ ‘ 11- 1957 re ee 10-24-1956 
Tulsa 6-21-1957. Kilgore_- 2-19-1957 : rei 
Mineral Wells. 6-21-1957 Manitowoc +-12-198¢ 
Tennessee New Braunfels _ - 1-31-1957 Milwaukee 6— 8—-1956 
Bristol 11— 7-1957 Plainview . 6- 2-1956 Oshkosh 7-11-1956 
Chattanooga 11-20-1956 San Angelo 8- 8-1957 Racine 7-12-1956 
Clinton Bae-2eng SE Sotee......------ So Rigen 2-6-1957 
Columbia 6— 7-1956 aha cg bi : : fe pin Sheboygan 7-26 1967 
Cookeville 10— 2-1957 Tyler___- 3— 5-1957 Walworth 10-24-1956 
Copperhill 11-27-1956 Vernon. 6-21-1957. Waupun 2— 6-1957 
Cowan a 11-20-1956 Wichita Falls____- 2-19-1957 Williams Bay 10-24-1956 
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Date of 
rating 


Community and percent 
of milk pasteurized 


Georgia 
Cedartown, 96.9 8-31-1957 
Fitzgerald, 97.9_ 4-11-1957 
Marietta, 97.8_- 10-26-1956 
Newnan, 95 5— 3-1956 
Rome, 99.1 -- 10-16-1957 


Thomaston, 91.5 5-— 3-1956 

Washington, 99.8 3— 1-1957 

Winder, 99___. 3— 77-1957 
Idaho 

Ada County, 96_ _- . 1-11-1957 


Kentucky 


Lexington-Fayette 


County, 99 9-13-1956 
Madisonville, 99 1-25-1957 
Princeton, 96.5 2-21-1957 
Somerset, 95_- 1-10-1957 


Missouri 
Joplin, 97. 12-13-1956 


Nore: In these communities the 
pasteurized market milk shows a 90 
percent or more compliance with the 
grade A pasteurized milk require- 
ments, and the raw market milk 


shows a 90 percent or more compli- 


Date of 
rating 


Community and percent 
of milk pasteurized 


North Carolina 
Cleveland County, 89.9. 9-10-1956 
Gaston County, 97.9... 7-19-1957 


Oklahoma 
Elk City, 99-_--- 4-30-1956 
Henryetta, 80.7 4-17-1956 
McAlester, 84__- 7-18-1956 
Norman, 99__- ~~ 1-16-1956 
Oklahoma City, 98 11— 9-1956 
Ponea City, 96.6__. 4-18-1956 


Te NNESSEE 
MeMinnville, 98.3._-... 5-15-1956 


Texas 

10-10-1957 
1-28-1957 
6-13-1956 
6-28-1956 


Abilene, 90 
Austin, 99.4 
Brenham, 94 
Brownsville, 98.3 


ance with the grade A raw milk re- 
quirements, of the milk ordinance 
suggested by the United States Pub- 
lic Health Service. 

Note particularly the percentage 


of the milk pasteurized in the vari- 


Communities awarded milk sanitation ratings of 90 percent or more, 1956—57—Continued 


BOTH RAW AND PASTEURIZED MARKET MILK 


Date of 


Community and percent 
rating 


of milk pasteurized 


Texas—Continued 


Fort Worth, 99.98 6-14-1957 
Longview, 99 2-20-1957 
Lubbock, 99.4 6-14-1956 
Marshall, 98_ - ‘ 1— 4-1957 
Palestine, 99.2 10— 2-1957 
Paris, 99___- 1-23-1957 
Waco, 99.76__ 3-19-1956 
Virginia 
Charlottesville, 99.6_... 9-27-1957 


Washington 


Seattle-King County, 
a cee $— 9-1957 


West Virginia 


Kanawha County, 99. 11-20-1956 
Monongalia County, 
2. ie . & 98-1957 


This per- 


centage is an important factor to 


ous communities listed. 


consider in estimating the safety of 
a city’s milk supply. All milk 
should be pasteurized, either com- 
mercially or at home, before it is 


consumed. 


Radiation Detection Through Hair-Root Changes 


The amount of radiation a person has received may be measured 


by examining the hairs from his scalp if his head has been exposed, 


according to Dr. E. 


J. Scott and Dr. R. P. Reinertson of the National 


Cancer Institute, Public Health Service, who reported their findings 
in the September issue of the Journal of Investigative Dermatology. 
The paper, “Detection of Radiation Effects on Hair Roots of the 
Tfuman Scalp,” describes a study of the hair roots of cancer patients 
undergoing radiation therapy at the National Cancer Institute. 
As early as 4 days following radiation, abnormal changes, such as 


progressive thinning of the hair roots, were observed. 
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Employment Availability of Older People 


MPLOYMENT of older persons has been 
E a subject of considerable interest in recent 
years. Much of this interest has centered on 
employment practices and the attitudes of soci- 
ety with respect to employment and retirement. 
Less attention has been given to the extent to 
which unemployed older people themselves are 
willing and are also physically able to enter the 
labor force. 

The purposes of the study reported upon in 
this monograph were: 

¢ To measure the individual’s subjective as- 
sessment of his health and fitness for work. 

¢ To devise a scale for measuring his degree 
of availability for entry into the labor force, 
assuming a suitable job opportunity existed. 

¢ To determine how health, attitudes, family 
composition, and other factors are related to 
availability for entry or reentry into the labor 
force. 

Methodology was considered to be equally as 
important as the data derived from the study. 
The report therefore emphasizes the methods 
employed, procedural difficulties encountered, 
and errors that were made, so that other com- 
munities interested in obtaining information 
on health or availability for work among older 
people might profit from this experience. 

The study was conducted in Hagerstown, Md., 
ina sample of 1,114 dwelling units, 615 of which 
included one or more persons 45 years of age or 
older. An interview was conducted with only 
one of these older persons at each household. 
The sampling plan devised for the survey is 
adaptable to the use of many communities for 
health or employment surveys as well as for 
other purposes. This sampling method has 
been described by Woolsey in Public Health 
Monograph No. 40. 

The questionnaire contained four sections. 
The first was used to obtain basic household and 
individual data, the second, to obtain informa- 
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tion on the health and limitations of the older 
person selected for interview. The questions in 
the third and fourth sections were asked alter- 
natively of persons who were or were not in the 
labor force. These sections included questions 
on present or previous occupation, attitudes to- 
ward employment and retirement of older per- 
sons, and, for unemployed persons, conditions 





No. 51 








The accompanying summary covers the 
principal findings presented in Public Health 
Monograph No. 51, published concurrently 
with this issue of Public Health Reports. The 
author is with the Division of Public Health 
Methods, Public Health Service. 

Readers wishing the report in full nay pur- 
chase copies of the monograph from the 
Superintendent of Documents, Government 
Printing Office, Washington 25, D. C. A 
limited number of free copies are available 
to official agencies and others directly con- 
cemed on specific request to the Public In- 
quiries Branch of the Public Health Service. 
Copies will be found also in the libraries of 
professional schools and of the major univer- 
sities and in selected public libraries. 


Lawrence, Philip S.: Availability for work: 
Chronic disease and limitation of ac- 
tivity. Public Health Monograph No. 51 
(PHS Pub. No. 556). 44 pages. U. S. 
Government Printing Office, Washington, 
D. C., 1958. Price 35 cents. 
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under which they would be willing or able to 
accept employment. Although the question- 
naire was pretested and modified, a number of 
problems in the design of the schedule and 
wording of the questions became evident when 
the final form was used in the field. These prob- 
lems are discussed in detail in the monograph. 


Availability for Work 


Comparisons between people over age 45 years 
who are in the labor force and those who are 
not reveal differences with respect to health, 
physical limitations, education, marital status, 
and attitudes toward employment and retire- 
ment. The magnitude of the differences shows 
that employed persons of these ages are a se- 
lect group and that assumptions concerning the 
labor force potential of unemployed older per- 
sons cannot be made from studies on employed 
persons nor from usually available population 
statistics, such as age and sex. 

A scale of availability for employment was 
developed from answers to questions about job- 
seeking activities, interest in applying for em- 
ployment, and physical disability. About one- 
quarter of the men and one-eighth of the women 
between ages 45 and 65 years considered them- 
selves available for work. Only about 6 percent 
of men and women over age 65 indicated that 
they would consider employment. These pro- 
portions vary when considered in relation to the 
length of time since last employment and the 
kinds of previous occupations. In general, oc- 
cupational groups which require the least skill 
or experience contain the highest proportions of 
persons who consider themselves available for 
reemployment. The scale used to rate avail- 
ability shows logical relationships to household 
characteristics, attitudes toward employment 
and retirement, sex, and age. Furthermore, the 
answers regarding specific conditions under 
which individual respondents would be willing 
to accept employment were, in the main, con- 
sistent with other answers given in the inter- 
view. For example, among persons rated high 
in employment availability, the type of work 
that they would consider applying for was con- 
sistent with their previous experience and edu- 
‘ational level. 

Although availability for work is associated 
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with health, still about one-quarter of the peo- 
ple who said they would consider employment 
had reported both chronic conditions and limi- 
tations of activity. In assessing the potential 
for employment of older people it is not suf- 
ficient to obtain information only on willingness 
to work. Information is also needed on degrees 
of physical limitations that may constitute 
practical barriers to employment. 


Iiness and Limitation of Activity 


The primary purpose of obtaining informa- 
tion on chronic illness and limitations was to 
relate it to employment availability. However, 
it was thought that there is enough current in- 
terest in health surveys to warrant a discussion 
of this subject in a separate section of the mono- 
graph. Since the collection of a large volume of 
morbidity data was not a primary objective of 
the study, the data from the sample of 600 
households in Hagerstown cannot be general- 
ized to other areas but may be useful as guides 
in health survey planning in other areas. 

This survey differs from most household ill- 
ness surveys in that each person on whom in- 
formation was obtained responded for himself. 
This avoids any bias, particularly with respect 
to sex differences, that results from acceptance 
of proxy respondents. In this study, as in 
others, women have a higher prevalence rate 
of chronic conditions than do men of corre- 
sponding ages. The higher rate for women ex- 
ists only from conditions reported to be of an 
episodic nature. More severe conditions affect- 
ing the respondent “all the time” existed in equal 
proportions of men and women. 

Ninety percent of the men between the ages 
of 45 and 64 years who were not in the labor 
force reported one or more chronic conditions 
which affected them all the time. Only 14 
percent of men 45 to 64 years old who were in 
the labor force reported such conditions. Sim- 
ilar differences, though not to such a marked de- 
gree, exist for women 45 to 64 years of age and 
for men and women aged 65 years and over. 
No association between labor force status and 
the prevalence of chronic conditions which af- 
fect the person only “off and on” are evident 
from this study. 

A qualitative scale of activity limitations was 
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tried in the Hagerstown survey and no diffi- 
culties were encountered in its use. The scale 
ranged from reduction in various types of ac- 
tivity to confinement in a bed or chair. 

The degrees of limitation were related to age, 


sex, employment status, availability for work, 





Mexican Medical Curriculum 


Teaching preventive medicine and public health 
at 10 medical schools in Mexico has been stimulated 
through a project of the Direccién de Estudios Ex- 
perimentales en Salubridad Publica. Three more 
medical schools have established departments of 
preventive medicine and 7 others are collaborating 
with the Direccién. A University of Guadalajara 
professor, studying at the School of Public Health 
under a Direccién scholarship, will return to head 
his school’s department of preventive medicine, 
Through several projects a total of 17 physicians 
and 4 nurses are studying on Direccion scholar- 


ships at the School of Public Health. 

—Trots E. Jounson, M.D., M.P.H., formerly chief, 
health, welfare; and housing field party, U. S. 
Operations Mission, Mexico. 


Disease Intelligence Center 


The Philippines’ Department of Health is plan- 
ning a disease intelligence center to provide infor- 
mation for the prevention and control of disease. 
Communicable illnesses are still the country’s major 
health problem and many are unidentified and un- 
recognized. Sudden outbreaks often reach epidemic 
proportions. 

The center will centralize three preventive medi- 
cine disciplines—statistics, epidemiology, and labo- 
ratory—and supply data to plan and evaluate health 
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and type and severity of conditions reported. 
Associations found indicate that a qualitative 
scale of limitations is a useful yardstick for 
measuring disability and may, for certain pur- 
poses, be more practical than quantitative meas- 
ures such as days in bed. 


services involved in preventing and controlling 
communicable diseases. To provide maximum fa- 
cilities and personnel, the center will coordinate the 
cooperating hospitals, medical schools, and other 
government agencies. 

The center will employ a special mechanism for 
reporting unusual outbreaks of disease, using city, 
provincial and rural health personnel, private physi- 
cians, hospitals, school authorities, and other 
selected sources. The information the center col- 
lects will supplement the usual morbidity and mor- 
tality reports. 

—FranK S. Morrison, analytical statistician, U. S. 

Operations Mission, Philippines. 


Jiquilisco’s Health Center 


The people of Jiquilisco, El Salvador, wanted a 
health center so much that at a general meeting they 
donated close to 25 percent of the materials as well 
as the labor and transportation needed to build it. 
The sanitarian consultant has been working with the 
USOM community development specialist, organiz- 
ing a program for this town of 6,000. 

—VERNON R. Scott, sanitarian consultant, Health 
and Sanitation Division, U. S. Operations Mis- 


sion, El Salvador. 


First Rural Health Unit 


The first rural health unit in Liberia was dedi- 
cated at Salala in the Central Province. The unit 
has a 5-bed ward, delivery room, clinic, combination 
drug room and laboratory, and waiting room. A 
midwife, nurse, and dresser staff it, and a doctor 
visits once a week. The rural health center is part 
of the effort to extend services to women and 


children. 


—E. Mastuorr, M.D., Health and Sanitation Divi- 
sion, U. S. Operations Mission, Liberia. 
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publications 





How to Study the 
Nursing Service of an 
Outpatient Department 


PHS Publication No. 497. 1957. By 
Apollonia O, Adams. 75 pages. 50 


cents. 


Intended primarily as a guide 
with which nursing personnel and 
nursing service administrators of an 
outpatient department can study 
how closely their services relate to 
the goals of their agency or institu- 
tion and to the goals of good nursing 
service, this manual can be used to 
analyze functions and needed skills 
of all personnel under nursing super- 
vision. 

The manual is a collection of a 
series of studies, such as utilization 
of nursing personnel, patient wait- 


ing, facilities for teaching, record 
flow in relation to nursing service, 


and other factors which affect nurs- 
ing personnel. These can be made 
individually or 
This is the fourth in a series de- 
veloped by the Division of Nursing 
Resources, Public Health Service, 
for use by hospitals and others de- 
siring to study nursing services. 


as one large study. 


The Clinical Center: 
Current Clinical Studies 
and Patient Referral 
Procedures 

Re vise d 


PHS Publication No. 


1957. 


284. 


82 pages. 


Intended for physicians interested 
in the _ possibility of referring 
patients for study to the Clinical 
Center, National Institutes of 
Health, Public Health Service, this 
revised brochure outlines the refer- 
ral procedures in detail. 

The principal study projects for 
which patients are currently being 
admitted, and some of the more im- 
portant diagnostic or other criteria 
for admission are described briefly. 

This publication is revised period- 
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medical 
medical 


Hospitals, clinics, 


societies, 


ically. 
medical 
journals, and individual physicians 
will be placed on a mailing list on 
request to the Director of the Clin- 
ical Center, National Institutes of 
Health, Public Health Service, Be- 
thesda, Md. 


schools, 


The Cancer Quacks 


PHS Publication No. 559. 1957. 
IS pages. 


By 


Charles S. Cameron. 


The dangers to life and health for 
those who fall cancer 
quacks are set forth with force and 
chapter from Dr. 
The Truth About 
Cancer, written for the layman. 

He describes the three kinds of 
quack, the quacks themselves, and 
their patients, and tells what can be 
done about quackery. 

The policy of the National Cancer 
Institute, Public Health Service, re- 
garding investigation or evaluation 
cancer treatment is 


victim to 
clarity in this 


Cameron's book 


of proposed 
given in the appendix. 


The Older Person 


in the Home 


PHS Publication No. 542. 1957. 34 
pages. 20 cents. 

Families with older members liv- 
ing in their homes are given specific 
suggestions for health and happiness 
in the three-generation household. 
Some of the most common problems 
confronting them, physical, mental, 
and emotional, are discussed. 

One section of the booklet is de- 
voted to the more difficult problems 
that the eldest mem- 
ber is seriously handicapped, and 
another section pointers to 
consider if it seems necessary for 


arise when 


gives 


the aged person to move into a nurs- 
ing home or old people’s home. 
Although addressed primarily to 
the housewife, as the key person in 
the household, the booklet will also 
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be of interest to public health 
workers, social workers, religious 
leaders, and others who provide 


services to elderly persons and their 
families. 

A bibliography, including 
able films, is provided. 


avail- 


Municipal Water Facilities, 
Communities of 25,000 
Population and Over 


PHS Publication (unnumbe red). 
1957. 163 pages. 

Water supply data for organized 
community water facilities of ap- 
proximately 850 municipalities in the 
Territorial pos- 
31, 1956, 
These data reflect 


United States and 
sessions as of December 
ure inventoried. 
changes during the previous year. 
The inventory is designed to aid 


industry and government in plan- 
ning broad water developments as 


well as in planning for industrial 


expansion and national emergencies. 


Information Leaflet 

THE FOOD YOU EAT AND HEART 
DISEASE. PHS Publication No. 537. 
(Health Information Series No. 89) 


1957. 11 pages. $5.00 per 100. An- 
swers many questions asked by the 
general public on relation of diet 


to cardiovascular disease. Gives five 
diet tips for people with any kind of 


heart disease. 





This section carries announcements of 
new publications prepared by the Pub- 
lic Health Service and of selected publica- 
tions prepared by other Federal agencies. 

Unless otherwise indicated, publications 


- for which prices are quoted are for sale 


by the Superintendent of Documents, U. S. 
Government Printing Office, Washington 
25, D. C. Orders should be accompanied 
by cash, check, or money order and should 
fully identify the publication. Public 
Health Service publications which do not 
carry price quotations, as well as single 
sample copies of those for which prices 
are shown, can be obtained without 
charge from the Public Inquiries Branch, 
Office of Information, Public Health 
Service, Washington 25, D. C. 

The Public Health Service does not sup- 
ply publications other than its own. 
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